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Dedication 



PRJ^ACE 



Many pet^ absdutefy reject suicide under any circum- 
stances. However, most of us can sympatiilze with the suicidal 
motives, let's s^, of an dderiy poson afflicted with terminal 
cancer. But it disturbs the core ofour being that a child would find 
this life so empty of h<H)e tlmt d^th would be preferal^e. Teenagers 
are so fiill of iiKdn, pleasure, sexuality, en&rgf, curiosity, id^ilism. 
bravado. vubierabUity. r^xdlloa and promise! 

We know that chiklren grow with considerable ambivatence 
towards the awes(Mne re^nsibiliUes of adulthood. Sexual and 
physical maturity thrust the child into the adult world. However, 
physical devdopmrait beU^ the reality of emotional immaturity. 
Xeievlston and movies e»^te teens withaidethoradTtethal inmges. 
Drug and alcohol abu^ are epidemic Eamill^ are breaking up. 
Adcrfescents simply carmot bring sufficient perspective to the 
proUems they face. The world, itself, seems a suicidal free fall into 
the nudear aby^ 

While most addescents aorumukte a few psychok^cal scars 
along the way, most are able to "tcaigh it out** Why do some 
succumb and others survive, indeed thrive, under similar condi- 
tions? The "psychotogical authopsies" that fdtow a suidde rarely 
uncoveradearand reasoi^te motive. Hie qu^tions about "TVhy" 
and "If only..." persist Who is to blame? What could have been 
done? How can we recognize the signs of a suicidal crisis before i fs 
too late? How can we Interwne with a suicide attempter to predude 
another, perhaps successful attempt? How can we avoide the 
"duster" effect the rash of attempts, that often follows a suicide? 

This book comes to grips with the reality of adolescent suicide. 
In the book are fifteen chapters organized under five major parts. 
The name and a syrrapsls of each ch^ter are as follows: 

L THE PROBLEM OF ADOLESCENT SUIODE: 

Chapter 1, Acblescent SuicldetAn Intwduction to Issues 
and Interventions, is an overview of the suicide proUem while 
Chapter 2, Societal Trends and the Wodd f^the Adolescent 
contains a discussion about change In Ameriran iociety that 
influence adolracent development 

Preface v 
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n. A PROFILE OFTHEATTratPTKl 



This part d^cribes individuals who are most llkriy to 
commit suicide- In Chapter 3, Behavioral Indicators, is 
established a conceptual baseline of "normal adolescent 
behavior" as a point of d^iarture. 

Chapter 4. Personality Variables, contains information 
about personality traits and disorders that contribute to 
adcriescent suicide. 

Chapter 5, Thinking Patterns and Motivation, has an 
explanation of how suicidal adolescents differ from their 
nonsuicidal peers in terms of cc^Itlve process and motivation. 
Topically, suicidal thoughts are dominated by a native view of 
self and pessimistic expectations for the future. Suicide is 
motivated by a desire to finally gain some n^sure of control. 

In ChafHer6. Depression, is information that supports the 
view that most suicidal individuals are basically depressed. 
Depressed individuals feel helpless, unable to change their life 
circumstances. 

HL ASSESSING LETHALnT 

Some suicidal teens give hints that are hard to miss, such 
as "You re going to regret how you've treaied me," "Life has no 
meaning anymore," or "rm wired of living," Others become 
preoccupied with morbid themes. Still others give virtually no 
dues. 

In Chapter 7, Psychological Asxssment is provided a 
comprehensive system for psychological assessment of 
suicidal adolescents that Is useful In both assessing suicidal 
risk and generating appropriate treatment strategies. The 
"symptom clusters" that predict high risk are described. 

In Chapter 8. "Signatures" of Suicide, are discussed the 
develcH^mental proWems which occur during childhood and. 
quite often, set the stage for an addesc^nt suicide. Situational 
"signature," such as social isolation, are identified. No sln^e 
signature is complete as a predictor, rather, the professional 
must be aware of the accumulation of warning signs that put 
adolescents at risk. 

vl Preventing Adolescent Suicide 
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IV* PREVENTION AND mVERVISSmON 

Treating suicidal addescentsoui be a teirlUe burdea The 
ideal of omrse, is prevention rather ttmn treat^nt In Part IV 
are described U) prt^rams for suicide prewntion and (2) 
strat^i^ for inten^ntlon v/hen suicide h^ been att^npted. 

In Chapter^ Overview qf PreixntUm, is pn^x^ed content 
for school/a>inmunityl»s^ suicide i»evention pn^ramsami 
recommendations are provided for schcxds and communities 
interested in initiating a prevention prc^ram. 

In Chai^er JO, A Mociel PreventUm Pmgmnu is described 
the devdopn^nt of suicicte preventlcm pn^rams and a descrip- 
tion of an actual prc^ram. The ch^ter includes ideas for 
netv^rking* program ex;»nsion, and program evaluation. 

Native American adolescents are at hi^ risk for suicide 
attempts and completions. In Chapter 1 1, Inten^ntions with 
Afdtlue Americans contains treatment issues such as Inten- 
tlonality and client roles as well as s{:^iflc Inten/^ntions, 

In Chapter IZ Interventions with Ck^llege Campus Popula- 
tions, the suicide problem is viewed from the perspective of 
university counseling center staff- Epldemiolc^ is reviewed— 
How prevalent is suicidal behavior among collc^ students? 
Legal, ethical, and practical concerns which coU^ adminis- 
trators must face when dealing with a suicidal crisis are 
discussed. 

In Chapter 13, Crisis Intervention, are school-based 
strategies for preventing adolescent suicide. Roles of teacherrs. 
administrators, studens, and counselors as part of a district- 
wide crisis Intervention team are prraented- 

In Chapter 14. Family Therapy and Networking, the 
focus is on the use of the family therapy and profe^ional 
networking. Thrre major sections are included: the variety of 
self-destructive behaviors demonstrated by adolescents, family 
therapy as a treatment modality with suicidal adolescents, and 
consultation in the treatment of the suicidal adolescent and 
the family. 
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V. LBC2ALISSOSS 

Whtie Fiart V Is comprtsed of only one chapter, it Is <^ great 
importance. In Chapter 15, Le^l Omsidemttns for the 
PmcatUm^, is tte issue of whethn* or when the law win hold a 
h«dth care prurtltioner respon^ble for a suicide. In additloa 
suggestions are provided for what practitioners can do during 
treatment to avoid law suits. 

Suicide is an extreme method of ending a crisis. The person 
can see no other way to find relief. Usually an adolescent who 
attempts suicide is r^u^hing out for 1^. Schod and community 
groups must plan for tte iiH^mising prot^tem i^addessent suicide 
in the same way that provisions are being made for Interventions 
related to physical and sexual abuse, and drug abuse. We must 
afflrm the self-worth of eveiy chUd by being sensIUve to his or her 
developing individuality. We must Join with our yoimg people in 
creating a world that is worth Uvlng for. 




tteive Capuzzl 
Portland State University 




Larry Golden 

The University of Texas at San Antonio 
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BUPitXUALABSnMCT: The|HiiposeGfthischii|^tstD 
intmdiux the muter to tssues and tniewmtUms am- 
fleeted uHth the fiofrfc of adolescent sufdde and the 
g^amitkm cuk^exent mdOde. The dmxlo§mmtal 
[mMems <^ adnlpsrmce, pai^malUy, and behaulomi 
dJtsimi&s,di^uncikmalrel^^ 

catkms and pendix^ catastn^At^ omr; m^^iOew&l to 

fm)i^dether&oai^ijMhcmwide 

cent mUHde jmdOem in the United Sates. Predicting 

fulotesc^suicide (s addressed tf^^ 

myths connected wUh odotescent sulcfde s^is and 

j^n^ptomsonda i^esmfatfon die profile ffOiesui^MUil 

adiriesf^nt PrewniUm, aisis manas^ment, pt^ventton^ 

and approadws counsellng/thercqHf are also ooer- 

uleii)ed to imH^de 4fie nraular u;(^ 

the focused foUow- up chajriers €^ this book. 

Malt R^er a datr with CInyl Kurcs test TUeadegr night In 

Bei^gmfoskL Nal^ Ifew Yc^ city. Imt al 6:30 Ca«^ 

**Wie can't ^togetlm-UmighCsittr told !teiaer. 'We're going to visit Joe," 

lUaer tt»n^t kimir w^;at sIk mtant Joe M^jor. a frtaul 

hadfottent^fcet tohl9ckath(^thePaUs^!es<^^ 

River last Sq)temb» In i^l pcdtce cor^cfeml an alccriiMd rdated 

acckfent, and Relaer flgured th^ Chnji was panning to vtsit M^r's 

gmve that night as she had omny times bdbaie: Reif ^ w^ 

iMtcsKtCtHt^ ly.^tm^^^i^ lawentdrtvli^aiamHlIhe 
HesgenfteM area with tvx> rompanlims, Ttmw Ottcm, 18. and Thiam» 
Ri2Zo, IQ.MabcHUSam^thete^iaga^sttqipedatanAmoco^alionand 
bought $3 worth of for dton's bnnvn Can^ra Thef asked If they oould 
take the hose from ikm station's autoimibife ^®cuum c^aner. but the 
attoidant reused 

! t was a short drive Irm the gss Nation to FV»ter VUiage ap 
housli^amqpIesL llie fdwe was wril kiKiwn* Gai^ Fikx 7^^ 
a oionth, had been serving as a hai^ut irtiere gmu{^ of Beigenfleki 
teenagers cairo to dilnk and to smoke marijuana The youn^ers drove 
into the dark gar^ shut the doOT ami k)cked it l^yldl the car idling, its 
windows qiea Tim thqr sat back aiKi wailed 

The ste^ily bumli^ ^icdine dkl its jc^. r^easing dcadiy carbon 
moncQdcte fun^ Within sn hour aU fmir were dead (WUentz, 1987. pp. 
1213) 

The stoiy above appeared in the March 23, 1987* issue of Time. 
The day after the bodies of the four teens were found, two nrore 
mkd^c^t ^fls kilted theix^d^ by the same method. One of 
them. Karen Logan, was fotmd bidding a stuffed animal and a it^. 
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Adcdescent suicide has become a critical problem in the United 
States. Recent yeaify estimates report as tsmnyaa 7X300 comjrfe- 
tlons ai«l 400.000 attempts among tte adid^oent pofMilatkyn in 
this country. Five years ago. suicide was the third teadii^ cause of 
death anKmg tl^ U to 24 year age grotqs. itow It is the second 
leadli^ cause. Only accidents, usually autonrobile accidents, rank 
higher. Suicide among the nation's youth, particulariy white 
nia!es.Jun9ed 40 percent duTii^a lOyearpoiod, 1970-l^aThe 
full extent of the adt^oent sui<^ pnd^n is difficult to quantify 
because many suicides arc reported as accidents because of family 
emterrassment religious bdlds, or cranmunlty discomfort 

While the statistics that describe adolesc»it suicide can be 
Interpreted in various ways, the feet that more and more young 
people are killii^ thonsdves can only be imdeistood in one way. as 
a terribte waste 



UNDERSTANDING ADOLESCENT SUICIDE 

Teenagers are Just starting out in life. They are anxioi^ and 
excitedly planning for career or vocation and explor* ; rations 
with the opposite sex. A small minority are planning on a suicidal 
career! It disturbs the coie of mir beii^ that a child would find li£e 
so empty of h<^ that c^th wouki be preferabte. 

While most adolescents accumulate a few psychic scars along 
the way to adulthood, mc^t can cqie with the stress of daily living. 
In an attempt to umters^ind the contingencies which mate some 
addesc^ts vulneraUte tc suicide, we will explore four factors: (a) 
developmental problems of adt^raoence. (b) personality and beha- 
vioral disorders, (c) dysfunctional relationships, and (d) societal 
provocations and pending catastrophes. 

Dei^ek^ffflieiitsl PRriUeflM (rf Adi^taKract 

vnth the exception of infancy, no period is so fraught with 
change as adolescence. Forsaking the security of childhood, the 
^^cent grows with (»n^deraUe ambivalems towards the 
awesome responsibilities of sdulthood. School is no lonyger merely a 
plac« to learn and i^y. but has become the training ground for 
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eamli^a Uvix^ami mate sdectkm. H(mK! is no longer the MNutse <^ 
encBeas sustenanoe and support. iMit a {dace to teave, a trap to 
struggle £reeo£. Sextttd and physical nmturlty propels the child Into 
tlHs adtjdC wcKrtd. However, pfays&ad deiic&^[Hirat bdtes the 
emotlmud ImoKiturlty. Adt^scents aist^ cannot bring sufiteteit 
perspective to the pix^blems they face, 

Sutelckd yoiuigBtcra aie siU^ject to the sanx stressfid circiun- 
stanoes that an adt^scents are. but mofcsa These at ri^ teens are 
less resourceftd m tl»ir ability tocope. During times of stress, they 
obsess about suldde as an escape, dewDtlng more and more enci©^ 
to piannlng the details of the asA, 

The stre^ftd ev«its that precipitate a suldcte may not be of 
overwl^mlng pn^xsTtkHis. Sudi events are fiEdlure of a »ibj^ 
schod, r^ectlon fay a friend, adls^^lntli^ ronuuioe, ora fiunlly 
aigummt Eyren pleasurable experience can cue suicidal fian- 
tasl^ For example, high school gntduatlon, for many, symbolizes 
the transition to young adulthood and the initiation of a life more 
independent of other family members. Even though adolescents 
will tell friends and family that they are thrilled to graduate, they 
may be apprehensive. 

For teens to indulge in suicidal fantasies is not abnormal. 
Further, normal adolescents are easily influenced by their peers. 
Th^ are In search of an Identity that fits. A ymu^tca- vHto Is 
'*bardy getting by" is e^iecially vulnerable when another person in 
the Immediate community commits suicide. Therefore when a 
suldde occurs in a schooi we can Gqiect a rash of suiddal 
"ct^iycats" to follow (Berman. 1986). These multiple suicides 
occurrii^ in a brirf time are called "clusters." 

PerBonality and Behavioral Disorden 

In his masterpiece, SteppenwolJ, Herman Hesse (1974) invited 
us to investigate the personality traits of individuals at risk of 
suldde, "Just as there are those who at the least indl^xisition 
develop a fever, so do those whom we call sulddes. and who are 
always very emotional and sensitive devdop at the l^st shock the 
notion of suldde " 

Why do some succumb and others survive, indeed thrive, 
under similar environmental conditions? The "suicide note" is but 
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ainoisdoflnfimtffltl(m.whatPfella'(1986)cafls" 
vvholc truth lies deqier and Is more con^^ex. 

An understanding of the "sulddal personality^ begins with an 
understamUng of (^rcsalon. The m^orlty of suteit^ individuals 
of a& ages are ba^caSly depressed rnx^m. 1984). Depre^ed 
adolescents complain of feelings of sadi^ss. isolation, fati^ie. and 
boredom. They may have trouble getting up in the morning, ay 
easily, and daydream exccs^vcfy. TTiey may suffer from iiKian- 
cholia. a loss oi pteasure in almost cvwything. Depressed indi- 
viduals fed hdpless, unable to change their life circumstance. The 
consequent feelings of rage are turned inwards. However, depres- 
sion may be masked by overactivity, participation In a constant 
round of social activities, sexual promiscuity, or drug abuse 
lEmeiy. 1983). 

Hollnger and Offer (1982) suggested two models: (I}a>mpe- 
tltion and fedlure. and (2) progressive isolation. Aoomllng to the 
first model some teenagers who Call in the competition to play 
^rts, earn high grades, gain entrance to good collies, or socialize 
with the "right" peers, sedc rdief in suicidal fiantasles. Tht 
pressure to achieve academically, vocationally, and sodalfyisone 
that is keenly fdt by adolescenta In the competition for success, 
some teenagers will win. some will lose, and a few of these "losers" 
will become suiddaL The second modd envisions a fragile, isolated 
adolescent who bases an assessment of personal InfericMlty on a 
narrow, and thereby, distorted perspective. "Nobody wants me," 
becomes a pervasive theme. The Individual becomes increasingly 
isolated and undefended against feelings of de^Kdr. 

Poor problem solving ability is another characteristic of many 
suicidal adolescenta This trait is epitomized by a lack of resource- 
fuln'^ss in generating options, coping with a difficult relationship, 
or planning for the future. 

A lack of problem solving skills Is j^rticularly troublesome in 
conjunction with another trait which is part of the suicidal 
pattern— total commitment to a relationship or a goal for the 
future. Suicidal adolescents devdop a timnd-vlsloned perspective. 
A relationship may become so important that other fiieiMiships are 
drof^jed; a ^xd may begin to dominate every decision. Commit- 
ment total and unswerving, often becomes the theme for the 
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patterning of daSfy, wedcfy, and monthly activities cuid prtoritiea 
When an Important rdatlon^p ends or a ^oai becomes unachiev- 
able; sdf-«steempluinn»ts,fedli^ are kqjtsecictachievanent Is 
mariWorked, and the bdiavh»Bl repertie^re beomiKa finsm in 
maladaptive pattmis. The result is an estalatlon of stress and 
anxiety. Suicide becomes an CAtreiiM method of ending the crisis. 
The person ran see no other way find relief at the time the suit^e 
takes idsne (Bennan. 1986). 

The United Statra is e^ieriendng an epidemic of drug use and 
abuse. Drug abuse goes **hand-in-^ove" with sulfide. Opfwr- 
tunitles to ejqserlment with marijuana, tdcohol, and other dru^ 
are presented to fifth and ^xth graders in most school in this 
countiy. Suicide prone ado^scpnts are cspedisdly vuIiKrable to 
peer pressure; it Is common for parents of suicidal ad(^escents to 
report that their child seemed to lose control and Judgment In the 
presence of peers and that they dreaded the arrival of their c^hlld's 
friends for an afternoon visit or a weekend stay. Since prrfjlem- 
solving ability, self-esteem, communication sddlls. etc which may 
already be inadequate, are never enhanced through the use of 
dru^ suicide prone adolescents beconK even hl^er risks as drug 
experimentation and dependency increases 

FrcHn a psychcsanalytlc perspective, a suldde attempt is seen as 
an acting out of sadomasochistic excitement (FN jman. 1984). 
Suicidal adolescents provoke rejections and misconstrue the 
words and behavior of others. Violence and muttiai hurting provide 
gratification and death may take the place of surrender or orgasm 
(FUrman, 1984). 

f* y>ft4ii €t fo i m l Rf If *ipnyhfp# 

No evidence exists that suicide Is genetically inherited. 
Further, children have committed suicide when no apparent 
psychopalholc^ is within the family. That is. some of these families 
are normal. However, suicide does tend to run In families, just as 
physical and sexual abuse does. Members of families share an 
enK>tlonal climate since f»rents model coping skUls as wdl as high 
or low self-esteem. According to McAnairiey (1979), "In societies 
where family ties are close, suicidal rates are low and and con- 
versely, where fiamihes are not dose, suicidal rates are high." A dose 
relationship with parents has been found to be Inversely related to 
depressive mood in adolescence (Kandd & DaWes. 1982), 
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locally, fiunllles of suicidal youngsteiB are troulded by 
dysfunctional communication. Th»e families report great diffi- 
culty In ccHmnunicating dcariy and consistently with one another 
(wtetto- betweoi parnits or between i»rait and chlM). Ewn 
when the &mily cats breakfiast or dinner together, quite often tlw; 
mesd ts eaten in ^lenoe en- with attentl<m directed to a tdeviston 
pn^ram. Vay often, parents have not oKxieled a posi Uvc, articulate 
communication styte for their children to imitate. Parents may have 
little kiKTV^edge of the tribulation experienced by their adoJesoent 
child. The adtdescent may have difficulty talking with peers and 
siblings: talking with parents may seem unthinkaWe. As time 
passes, the easier thing to do is to keep feeling burled. The suicide 
comes as a suiprlsc. 

A striking feature of communication in "sulcldogcnlc 
families'* is the presence of overt and covert messages about 
suicide and death (Rtehmaa 1984). Examples of overt messages 
would be, "l wish jrou'd never been bom." or ^Croaking was the best 
thing your father ever did for this gunUy.** Covert messages, of 
course, are more difficult to decipher. According to Ridiman 
(1984), the isolation and loneliness of the suicidal individual is 
invariably related to unconscioiM family rules. Both an absence of 
any warm, parental figure with whom to identify and a soise of 
aloneness exists. The individual Is trapped within the boundaries 
of the fiwnlly while Intimacies with persons outside are seen as a 
threat and. therefore, forbidden. Consequently, many suicidal 
adolescents have a relatively small network of social support 

SeparKtlonuidLow 

Social Isolation makes these adolescents vulnerable to the loss 
of any love object which may trigger the suicide attempt (Rice, 
1987). These youngsters arc not only vukierable to loss, they are 
llkefy to experience It In f^ suicidal adotescents are more likely to 
have ecperlenccd the k>ss ofa parent through separation or divorce 
by their twelfth year than "normals" (Bennaa 1986). In what 
Utman and EHller (1985) called the "d^-sslcal crisis case." even an 
individual with a history of normal relationships can become 
suicidal after a sudden loss, usually ofa love relationship. 
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The issue of separation from loved ones is central to the 
adolescent experience. Adolescents are bound and determined on 
the road of IndepoHiaioe from their fiEunllies. However, this road 
can be deadly for those not prepared for the Journey. Richman 
( 1984} bdieved that the increase in adolescent suicide is related to 
growing pressure on youn^ters to leave home as soon as possible. 
A mistake is often made l^«>nfuslng phystoal separation from the 
family with personal autonomy. The sulddal adolescent feds 
expendable, yet lacks the maturity to separate and leave. 

Fiamlly disoi^anlzatlon Is widely implicated in adolescent 
suicide {Jaojbzlnncr, 1965: McAnamcy. 1979: MoUn. 1986: Rice. 
1987). Recent decades have witnessed the dedlne of the traditional 
nuclear family. The stability that this model afforded, albeit at the 
expense of personal freedom, has been eroded. 

The role of the single parent has long been characterized by 
escalated re^xmsiblllty, lowered income, high stress, and lack of 
time. A sin^ parent may be so busy attempting to provide an 
acceptable standard of living for his/her children that little time 
can be allotted to the basics of a parent-child relationship. 

Remarriage results in "blerided" or "step" fomlliea When 
adults who have custody of children from a previous marriage 
decide to form a new family, the dynamics can become unwieldy. 
For some adolescents, the adjustment is too difficult when faced 
with a "substitute" parent new guidelines for behavior and 
discipline, additional siblings, le» personal space, or a different 
home In a new neighborhood. 

More and more American families are finding that two in 
comes are needed to support an acceptable standard of living. 
Parents In these dual career families may bring the stresses of 
employment Into the family system. Less time is available to 
accomplish househc^ tasks, grocery shop, scheduk medical and 
dental appointments, and so forth. The breakdown of a car or a 
child's minor illness can easily disrupt a taut schedule. 

Parents of ^olescent children are usually between the ages of 
35 and 50. As parents see their children approach the age of leave 
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takli^. th^ may begin the process of rra?weffltiig tfcgmsdves. the 
&mlUar "mld-Ufc crisis." They may reevaluate their career and 
financial statua Issues betvi'cm ^uses may resur&ce if th^WCTe 
not dealt with miocessfufiy earlier. Just at t!» time v^Kn di^^ 
need more time and attention, parents may be focused on thdr own 
status and anxieties about tin^ "runnli^ out" 

Esimilles in which physical or sexual abuse is occurring are at 
high risk for adolescent suicide. Children of abusive parents have 
not been taught to fed good about themarJves and to pn*kan-solve 
well Bscaplng the pain of such a fiunily atmo^here or the self- 
deprecating viewpoint they have internalized can be sufficient 
motivation for suicdde. 

Today, virtually ail Anwrlcan families are at risk. Unless fiamlly 
members are good at managing both time and stress, ss^ng "no" 
to unnecessaiy worit-rdated or other responsibilities, hdplng one 
another and meeting other's needs at the time these needs 
arise, the fomlty climate nay be mie of tendon and lac^ of 
rec^tlveiKss. Adi^soents may not fed they can turn to £Euniiy 
members for hdp. Parents must be atert to signs of depression and 
poor adjustment in themsdves and their adolescent children. 

Societal Prevwfi**?"* and 

Little if any ertdence is avallal^ to link proS^enra that threaten 
human society to the rise in adcdesoent suicides. Howev^. negative 
social trends and frl^tenii^woxid evoits can engender fedlngs of 
de^}airinallofus.InanesaE^ti^d. The Adolescent PhUosopher 
in a fiudear Worid, Austin and Mack (1986) observed that 
traditionally the adducent struggle has occurred In rdatlon to a 
st^bte but pn^r^slve social order. While ewiy generation of 
teenagers has faced crises (the Depression. Worid War H etc), 
suicide Is deariy on the rise in today's generation. Therefore, a look 
at the formidaUe Issues that loom laige for our youth is worth 
taking. 

Rwlun and Poverty 

While the suicide rate is lower for Sacks than for Whites, the 
murder rate, speciflcally among young Black men. is much higher 

12 Preventing Adolescent Suicide 



30 • 



(Cohen. 1987). Suicide and homicide are obviously different kinds 
of acts but depression, hop^^ess. and frustration can energize 
either or both. 

ffmtli wnif V%ffrifM*f M t 'f* ffift i Tfwrtnf* 

Rewntiy. one <tf tlw authors saw a maxqi^ at a San AntfHiio 
mall cinema advertising: "Black Widow," "Evil Dead 2," HLethal 
Weapon," "Nightmare on EOm Street" and "TVltchboard." Suicidal 
add^cents borrow lethal ideas and Images finom media sources. 

^^'CcSS&o iboi ll^A /^XQCsfftcmE fittss^bui^d o^LAvS^^^ 

Indications are that the growth in the American economy is 
slowii^ down. Many youn^ p&3^ can antlc^'ate a lowor stai^mi 
of living than their parents because of Inflation, dq^tlon of 
natural resource huge national debt competition from abrcad. 
bankruptcies of family farms, and so forth. The reality of the 
situation may he lesa crucial than how it is perceived. Some 
adolescents may fear that no matter how much effort they expend, 
they are destined for a Weak future. 

AfiQuired Inwninic Ddteteacy Syubiotus [AIDS) 

sun tmknown Is how this dlse^e win Impact tl% psyclKd(^ 
adolracmta For ^me. fear of AH^ may rdieve pressure to ei^^ 
in premature sexual experim^tation. It may also cause tenriUe 
anxiety about the onset of a new "KsudE Hague." 

Nuclear Wtr 

Today's young peopte are aware that a nuclear war wiU end 
human civilization. As vast amounts of the earth's resources are 
depkx^ in a srarch for stiU more lethal fomra of annihilation, the 
^[^jearance is that the hunmn race, itself, is suiddaL Austin and 
Mack (1886) qimted one youngster as sayli^ "MygeiKration has 
been sh^ied not so much by the Clvii Rights Movem^t or evai by 
Vietnam— that's your generation. We're the generation that has 
nuclear weapons all aroiHKl us_I would rather die tiylng to save the 
world, than just die. So that's how Vm gohig to live." lliis res^nse 
holds a promiK^ not Just for this teenager, but for aU of us. 
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Who at ri^ for suickte? Thl& section <m isredkstl^ 
dl^ certain myths about luioteacent suicide. (2) Idoitify ^ffm id 
an ln]pendingsulcideatteiiq»t and (3) pro0tea''typical**adoiescent 
suldde. 

One of the first steps in understanding adolesoent suicide is 
Id'jntlfyii^ the commonly hdd misomoqitions about it: 

Adotescents u)fu> tolfc ol^out suicUte ore mtf seilous about 
doing tt Almost all suicidal adolescents have made 
attempts, verbally or nonverbally. to let someoiK dsc know 
that life seems to be too much to handle. These attempts, 
often barely audibte <»- visiUe. are a ay for he^ to find 
options, other than death, to deovase the pain of living. 
Always take verbal threats seriously and nevo- assume 
such threats arc only for the purpose of attracting 
attention or manipulating others. 

Suldde happens wWiout warning. Most suicidal 
adolescents giw numerous hints about their suicidal 
thinking and IntoitionaCluescanbeveibalorinthefonn 
ofgestures, such as takinga few steq>lng pills or becoming 
accident prorttL As stress escakites and opUoits. other than 
suicide, seem few. suicidal adolescents mny withdraw from 
an alnsLdy small drcte of firlaids makU^ it nM>re difficult 
for others to notice warning signs. 

Once an adolescent is suicidal he/she must always 
andjopever be considered suiddaL Most adolescents are 
suicidal for a limited period of time. In the experience of the 
authors, the 24 to 72 hour period around the peak of the 
"crisis'* is the most dangeroua If counselors and other 
mental health procUtionars can DM>nitor this crisis period 
and then get the adf^scent Into regulariy scheduled, long- 
term c»unseling/therapy, a stroi^ {N^ibility is that 
another suicidal crisis will never occur. The r^ore effort 
that Is m^ to hc^ an adolescent Identify stressors and 
devd(9 pndilem-solving skills during this post-sulddal 
crisis period and the more time that passes, the better the 
progn(»la 
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IT on cuUHescent catemi^ sulcUie and sun^i^ 
heysheuMrwtmakean(2dditUmcUcUtemfAAdiSeTen^ 
exists betwi^n the wkfesooit who experienoes a suic^kd 
crisis but does ik^ attempt, and the add^escent who 
actually tries to bring an aid to life. An ad<^scent who 
carries through with an attempt had identified a {dan. had 
access to the means, and maintained a high enough eiwigy 
level to follow through. He/she knows that a second or third 
attempt would be within the realm of possibility. Most 
likely, each fcdtow-iq) attempt will be more lethal 



Adolescents who commit suldde always leave note& 
Only a small percentage of adolescents vAio craiqdete the 
act c^sukdde ^ve no^ Tills is a pi^nilar nqrth ami oi» of 
the reasons why many suicide are mistakenly classified 
and reported as accldenta 

Most atkilescent suicides happen late at nt^U. This 
myth is not true for the simple reason that most suicidal 
adolescents actually want help. Mld-to-late morning and 
mld-to-late afternoon are the time periods when most 
attempts are made because someone is more likely to be 
around to intervene than would be the case at night 

Never use the word "suicide" when talking to adoles- 
cents because it may "put Ideas In their head&"Thls is 
simply not true; using the "word" will not motivate someone 
to commit suicide who Is not suicidal. However, if an 
adolescent Is suicidal, the use of the world can help 
him/her b^n to verbalize f^lnga If a suicidal adolescent 
thinks you know he/she is suicidal and realizes you are 
afraid to approach the subject, it can only contribute to 
feelings of despair and helplessness. 

People with strong religious beliefs will not attempt 
suicide. This Is not true. In fact although the Catholic 
Church considers suicide a serious moral offense. 
Catholics actually attempt suicide more frequently than 
non-Catholics (Toolan. 1984) 
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S^pM Mid Sygl p t PBI* 

Professionals who work with adfdeacents should fa miliarize 
themsdves with these indicaUoi^ of an impending suicide 
attempt. 

nungri in B^rflor. In general, any <tecicted d^oge in 
bcfaavlor should be noted. Asuddai drop in grades, difficulty with 

oomxntiBtion. a loss of interest In iMAsbies. dhanges in deeping 
and eating h£d>its, cxpeiin^tatlcai with marijuana, running away, 
and MxiidpJXHmscuity can aD be warning sign**. Cause for concern 

is present whm dq>re^on occurs in combination with other 
marked behavior change for periods lasting lon^ than a weds. An 
ttpedalfy important point to realize is that when an adcdescoit 
who has been strug^ng with periodic depressive episodes 
suddenly improves, a suicide attempt may be imminoit For a 
person ^o has seemed trouWed for some time to improve 
suddentyand "ma^caiy Is unlikely. Quite often, an abrupt chan^ 
In emotional tenor results after the decision about when and how 
to tmke a suicide attempt has been nmde. 

Vestal Cnea. Changes in behavior, sudi as the ones previously 
described, niicy be aa»mpanied by a niunber of eiqdlclt veibal 
warning' 

**! can't go on." 

1 wish I was dead." 

Tm not the person I used to be," 

•"There's only one way out" 

"You won't be %dng me around airymore." 

"You're going to regret how you've treated me." 

"Life has no meaning ai^more." 

"fm tired of Uvrng." 

"If (such and such) haK)ens, HI kiU myself." 

"If (such and such) doesn't happea HI kin mysdf." 

"Fm going home" 

"Here take this (cassette, jeweliy. etc); I won't be needing it 
anymore." 
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Although the idk^yncratic langus^ of the t^na^ com* 
munlty varies from year to year and fn»n (nw pan the oiimtiy 
another, the previous statozients convey that suicide is being 
considered as an option. Such vcrballz^ons should cue us to psQr 
attmtl<m and invite addltlimal disclosures. 

HiMiesw F w i o w^ p atfw iaT lit i iMng LIstaifOTthethaigs 
or preoccupations that dominate the suspect individual's 
thinking: 

Wanting to esci^te from a situation which seems 
IntoleFE^ (cg^ abuse, difficulty at schod, drugs, lack of 
friends, etc). 

Wanting to Join a friend or family member who has died. 
Wanting total commitment to a relationships or a ^oaL 
Wanting to be punished 
Wemtli^ to avoid being punished 
Wanting revenge. 

Wantli^ to control when death will occur. 
Wanting to end an unresolvabie conflict 
Wanting to become a martyr for a cause. 

A Pxofile of the ftMi«t«t^ ^'fff^Tir^nt 

To My Dearest F^unily, 

I know that you will not underhand why Tvt done this. 
I^ease don't UanKyourMives. It 1ms nothing to do withyou. 
A boy who I lorn veiy much doesn't want me. fve tried 
evaythingtolet him know how much I love him. I knowyou 
win think this sounds stupkL but I don't bdieve I can be 
happy without him. Everybody dies sroner or later 
anyways. 

Love. 
AUcla 

Alicia slit her wrists, then called the boy who had rejected her, 
who. in turn, called EMS (Enrcigency Medical Service). Tt% wounds 
were superflclaL 
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Hie case Allda is leaL Ftdlowing Is a descriptton of a 
hypothetical case, that of the typical suicidal adoksoent adapted 
from the woric(^Martlii ( 1986) andTlshler, Mdtouy, aiMi Moigan 
(198U 

Our typical suicidal adolescent Is a v/hltc 15 year old girl Her 
parraits are dlvwced and her mother works fiifl time. Last yrar she 
earned "As" and "Bs" In school but this year she Is felling several 
subjects. She has exc^slve absences from sdiool due to adds and 
flu symptoms and has been caught truant several times. Te^Jiers 
describe her as lethaigic and depressed. She has lost weight and 
comfdalnsof aloss(^a|q)etltc.fiaigue,and insmnnia Reom^^ 
broke up with ha boyfirioid oi two ntontfaa ^ has few if any 
friends and feels ste cannot communicate with either parent Her 
mother suffers from depression and attempted suicide a year ago. 
Mother and daughter quarreled shortly before the glii's drug 
overdose. 

PREViaimNG ADOLESCENT SUIC^E 

In 1910. In the Austrian capital of Vienna. Slgmund Freud 
addressed a professional inference: 

A secondary school should achieve more than not driving its pupils to 
sukKte-U shouWgtwthra a desire to llvr and abouWoflier them support 
arid backing at a time ill life at which the coTKlltlons of their devdi^mient 
corapel them to rdax their ties with their parental home and their family. 

PieveutioQ in tlis Sci i tooto 

Suicidal behavior usually has origins that are imrdated or 
indirectly related to events In the school (Berkovltz, 1985). For 
some students, howewr. school exacerbates suicidal despair. 

Competition for grades, overworked teachers who teach too many 
students, and, in ^neral. the lack of a caring, personal touch are 
pervasive problems. 

In aU fiyiness. sdiods cannot be ecpected to cure all of sociely's 
IHs. Hom^ver. since virtually aU children go to school it is thekiglcal 
place to start preventive programs. Schools that deter suicide 
would enable children to grow towards mastciy and a pc»ltlve view 
of f«If and the wDiid. Children would learn to cope with stress. Tl^ 
curriculum would |dace more emphasis on oxTperatlon and less on 
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bruising competititm. Mistakes would be r^arded as (q^rtun- 
Itlcs for new learning A wide ran^ of extmcurrtcular ^vitles 
would oflfer alternatives to social Isdatlon. A ownmltmfnt to 
Improving society thiougli amununity service would be cncour- 
a^d Children would learn rcs^iect for the oiirade of life. 

Suldde prevention should be initiated on the demoitaiy 
school level and continued through secondary schocd. Counselors 
should be permitted to counsel children rather than perfcwTO 
administratn^c and derlcal dutlea Clsss sizes should be reduced so 
te£K±ier8 can devd<y personal rdatjonships with pupifau I^Tnedial 
reading pn^grams could reduce academic failures. Low self-esteem 
and poor protdem-sfdving skills are <43seived in some first and 
sm>nd graders. Hrese proMems are more easily reserved In the 
formative years. 

Counselors who work with students in grad^ five through 
twelve can provide Information about the signs of an Impending 
suicidal crlsia Classnxmi pra^tatlox» ahotiM ercoous^ stu- 
dents who are concerned about themselves or th^ f .lends to ask 
foras^stanoe fironiMlults, asoMiildants (Ro% 1985}. Not unlike 
t>M> Mafia, the soc^ty of addracents hon<n8 a sacred codt of 
silenoe! !n ihe case of a potential sulfide, this commitment to 
keqping secrets, especiaSfy from ^iults. can be (femgerous. Teena 
must be convinced that their first kiyalty ic a suicidal fiioid is to 
Inform adults. 

Teachars and administrators need inservice training. Not only 
must school personnel understand the dynamics of the suicidal 
addescent they must know how to mal^ appropriate and Umeiy 
referrals. 

Some have cautioned that "d^th" education will cause 
suicides (Raspberry. 1^7). This is not unlike the view that sex 
education will cause promiscuity. Until evidence exists of a cause- 
efiect rdatlon^p. tlu; authors strong recommend education as a 
strat^y for suicide prevention. 

PosiventioD 

Given the wdl known cluster phenomoion, the re^xinse to an 
actual suicide can be crudaL P(»tvaition become a means of 
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prev«idon both In the Immediate situation and in subsequent 
decade and ^i^rationa 

A suicide creates a state of terrtWc disequilibrium for the 
immfritote fomlfy and the entire community. Unfortunately, the 
community Is all too quIdE to blame the parents Icn- calling the 
suicide. QiMaticmsdioutiyhyr are ralsgd a gnl n an d agai n as 

as, •Tf only" self-iqwoach. Woo Is to Uame? What couW tewc beei 
dom; to a^ this death? TItt Invest^on Is se&tom oondu^ 
since peopterareJy WD thenedvcsfirar a slngje reason (HIH. 1984). 

As many as (Stolen people are affected, on a long-term b^s. 
for each adotesoent suicide attempt or completion. A necessaiy 
procedure is to offer eltho: individual or group ("survivor groups") 
counsdUng for feunlfy members and firlends of the suicide victim or 
attempter. On a short-lcnn basis, humlrcds of people, if not entire 
omimunitles. can t>e in need of a^^aroe ran^ng fma ixdix- 
matbm about the cfyriamics of suicMe to individual or group 
counsding. 

If a student has attempted suidde, best {NTOoedure is to wait a 
few months before startup prevention pn^rams in the school so 
that the retumli^ student will not be focused upon, bidividual or 
group counsding can still be provided for those who need to talk 
about their fiedingaw 

The end of a period of suicidal crisis the return of an 
adc^escent who has made an unsuccessful attempt does not mean 
that the problem hem been re^ihnd. The best hope for improved 
mental health of such an adotescoit is famg-term coiusding 
focused upon overcoming low self-esteem and depression so that 
life and its c^ons can be viewed differently. 

trbaung attempted suicide 

'^ulf^ is txtted iqMm a jHotdan In the present ivtiidi has Its be^ In 
unitsdved crises tntbepa^«4ib±u in tuni.precHdtatesan^ 
fete trfwhicfam^ttetamliK the futuic''(R(^ 19^ p. 400) 

Cfteis Manafgemeiit 

Fbr a short time (24 to 72 hours), the dient must be directed 
and monitored. Definite steps must be taken to saf^uard the wdl 
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b^i^irf'tlie dtoit ami expedited in an a^eitlve manner. If ap 

In an aock^t whidi resulted in a Ufe-thieatoiing phy^lad 
fi^uiy. psranwdlcs and emeigoicy room physicians and nuTMs 
wDuhl act without the permission of tl» patient, to save the life. 
Managing a suicidal crisis is no difTerent 

When a counselor is calted upon to hdp an lulclescent in a 
suicictel crisis, a number of st^ must be followed tosffloertain the 
levd of tethaUty and reduce the risk. 

Be a Good Ua^emr. Sulci<&il individuals nmy have difficulty 
ounmunlcatin^ JiKlgmental staten^ts such as. "it's agaii^ the 
trachii^ of your Tdl^m" or ^ou cant oon^der «iidde. it would 
be ctevastating to your fomily." wiU make it difficult if not 
im{xs^bie. for ra^jport to deve^. Convey understanding and 
reflect for evoythii^ that is b^ng duued. However the drcum- 
stanoes, cmioenra ami fedin^ thqr aie t^lUy ka- this dient 
Counsdors must be able to hear how the client perceives his/her 
worid however distorted that perception might seem. 

Be Siqjpoxttve. When talking with an adolescent who may be 
at risk, be genuinely reassuring. Avoid phoity reassurance, such as, 
"things arrai t realty that bad" (for the dlent, thln^ orebad) or "the 
situation will take care of ItsdT (circumstances usually do not 
become better without much effort). Being supportive means that 
the counsdor OMnmunlcates understanding, reinforces the client 
for seeking assistance, and outlines counseling qjtlons for the 
near future. 



Assess Leflislily. The following questions should be a^ced to 
determine the di^gree of ri^ 

1. What has haf^^ened to make life so difficult? 

2. Why are you thinking of suicide? 

3. Do you have a suicide pkm? The more s{Kcinc the dient is 
about the method, the time, the jdace. and who win or will 
not be nearby, the higher the lethality. If the client des- 
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crlbes a specific method, such as. an oveittose of steqjing 
pills. uslngagim oraknlfe. and so fcnth. aM( If te/she has 
that Item In apodset orpuise and require tlmt the suicide 
•>iwapon" belrft withyou. Flreanns and highly tethal itrais. 
however, should be Imndted fay the pcdloe. Most addesoent 
dients wlU cooperate with reasonable docUity If thQr fed 
that they are In the care of a competent and trusted adult 

4. HowmuchdoymiwanttoUve?Themoredifificultltlsfor 
the dlent to respond with conviction, the higher the 
ri^ 

5. How much do you want to die? The more the dlent 
discusses ending life the higher the risk. 

a Howfrequentlydoperiodsofsulcidalthinkingoocui?How 
Intense are they? How long do the episodes last? Hie more 
frequent the more Intense, and the longer the length of 
suicidal obsessing, the more lethal the condition. During 
episodes of suicidal preoccupation, virtually no time and 
energy are avaikble for s<^i^ prcl>lems and seeking 
alternatives. 

7. Have you attempted suidde In the past? If the answer Is 
*>e8," the dlent is more tethaL The more recmt the attempt 
the more dangerous the current crisis, 

a Has a famity n^nber. neighbor, friend ever attempted or 
completed suicide? If the answer Is >es," the client is more 
lethal 

9. On a scale of "l" to "10." with T being low and "10" being 
high, what Is the number which depicts the probability 
that you will attempt suicide? 

1 0. Is there anyone to stop ^nu? This quratlon is Important for 
two reasons. First If the dlent h^ dlfflctdty identifying 
anyone who wouki want to ke^ them alive, the lethality is 
higher. Second, an Important prof^ure is to obtain 
sreclflc Information about the people identified in 
response to this question. Nam^ addre^es. phone 
numbers, and the nature of the cuircnt or i»8t relationship 
may be needed to oiiganlze a suicide watch. 
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Make a Dc^^oa About In^r^ttoa. If the risk factor or 
lethailty Is high, the counsdor must dcvdic^ a crisis management 
plan which must be ftdlowed until the crisis subsides and Itmg- 
tenn counsdlng can be Initiated. If the dlent Is acutely sulddal 
>M}spltallzatlonorasuKddewatdi Isneoessaiy. Asulctdewatch to 
oiiganlzcd by contorting friends and relatives. Family membCTS and 
friends take turns storing with the dlent until the crisis has 
suteided. Under no circumstances shoukl an adolescmt in crisis 
leave the counselor's office until arrangements have been make to 
monitor the dlent Contacting friends, family, and so forth breaks 
confidentiality but in this case, does not violate any professional 
code of ethics. Such steps must be taten to save the dlcnt's life 

A written (xmtract can be used along with a suicide watch (or 
in irface of a sulddc watch if the risk Is km}. Such a contract should 
specify actlviUes, time with friends, and so forth. Hie dlent must 
agree to phone If preoccupation with suicide begins. 

The counsdor should not assume that a high risk dlent will 
have the energy to arrive for needed counseling even when the 
crisis has subsided. The counsdor must be willing to caned other 
appointments and "drop everything" to respond to a new crisis. 

CoDMcling/llmnQj 

Edwin Shneldman (1987), a professor of thanatology, con- 
ducts what he calls "psychological autopsies" of suicides. He is 
convinced that suicide is not a vengeful or hostile act but rather, 
that people try to kill themsdves to make the pain stop. Therefore, 
the immediate task is to reduce the pain. Shneldman will Intervene 
with lovers, parents, teachers, whoever or whatever is causing 
distress. Sometimes this is suillclent But often, bei^th the 
Inumdlate concern, tl^re is deq> psjnchic pain and unmet needs. 
Counsdlng and i^ychotlm^^ are the n^ans to addr^ the 
dlent's psychdogical pn^lems and uiunet needs. Following is a 
discussion of various therapeutic approachea 

Piyclioamlyila 

Toolan (1984) advised individual. p»ych(»nalyticaUy oriented 
therapy for both child and parents. The child needs to be separated 
from his/her jimrents in the therapeutic process in the interest of 
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(xmficteintlaUty. an espedsSfy important ocmcem for ad(^so»its 
iTodtEOu 1 W). Fteud bdleved that the act of stxlddc wasjm 
cxpre^on of angM- towards an lntn:^ct!ed. ambivatart^ 
to^obJectfnautnffln&Sbaffer. l^).The"to8t6i»ict"mlght;wg 
be parental love The goal of psychoanalytic therapy, therefore, 
would be to bring aml^vatent fedin^ into oonsdoiisness, to 
confnmt feelings of rj^ectton, and to aBow the client to separate 
from the lost object (Trautman&Shaflfer. 1984KAprrf>lanlM;re ls 
that most adolescents are acUon-orl«ited; they are poor candi- 
dates for long-term, insight oriented psychotherapy. 



Cognitive-Bdbsvlozal'nienipy 

Suicidal adotescents hdd hratlonal kieas about thenadves 
and the woiW. The goal of cognitive-behavioral tlrer^ is to teodi 

the client to test the vaUdity of these ideaa The diait is taught 
pn^em sdving ddlte and uiged to consider alternate soluUona 

Suii^idal individuals see only two alternatives: a total solution 
oratotal cessation. In fiwrtveiy few ofllfe'spn^temsylcldtoatotal 
solution; total cessation <rfpain, on tlwothCT land, canbe«iilevcd 
by anyone with the means. The goal d&vlously. is to broken the 
suicidal person's constricted per^>ecUve. hi a suicidal state. 
Shneidman ( 1987) bdleved, a person, "™cuts his or Iwr throat and 
cries out for hdp at the same thne." The Uidi vidual must team how 
to separate these two acts; to get hdp without being self- 
destructive, to an intervention called -stress-inoculatioa" sdu- 
tions to difficult situations are n^plfi^red and rehearsed. 



Group Therapy 

Social Isolation is often seen in suicidal youngsters. In group 
therapy, dients discover that they are not alone and that they share 
fedlngs in common with others. Further, through feedback and 
role-moddtog. tiie dlent Iean» social skilla Group tterapy can be 
analtemative to femllytiicrapy for the addescentto florid rdadUon 
against his/her parents (Trautman and Shaflfer. 1984). On the 
native side, TYautman and Shaffer (1984) are craicemed that 
suiddal ideation and behavior could ^read to all groi^ members. 
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ADc»rdli^ to "systms theoiyr a synq>t<mi In a fon^ 
Is malntaiiMid by faulty family stnicture. Therefore, the family, not 
the suldd^ycmngstier. is the "dioit" BSuned <»- rigid bouiuiaries 
between family members are examined. Examples of boundaiy 
prol^«ns would be when individuation is stifled In the name of 
family loyalty, a child forms an alliance with one i^ient aj^nst 
another, or a child is forced to assume adult re^i^billtlea 
Communication problems are al»> considered. ^caxapSes <tf dys- 
functional communication would be when ctmfllcts are avoided at 
the exi^nse of intimacy. excessl\« blar*ii:^ kee{» productive 
interaction to a minimum, or ^unlly secrets are kept £ux»nllng to 
powerful but unspoken rules. 

At family sessions, the therapist may a^ each family member 
about events leadii^ up to the suicide attempt Topically, the 
suicidal member will be in a "scapegoat" role. Complaints are 
voiced and ang^ ea»lat^ However, such outbursts in a thera- 
peutic setting are less dangerous than bottied-up rage with a 
sut»equent dedlirc into dqiression. Rlchnum (1^4) mx>m- 
mended that the identified suicidal member be asked, "Do you fed 
that the family is fed up with you?^ or "Do you think that 3R0U are a 
burden and that tl^ would be better off if ^u were <te£KiT Covert 
or overt death wishes may be voiced by family members. Alt^- 
natlves, otlwr than lielng rid <^ sonKtme, that amid mate family 
life more manageable, are explored. 

Relationshli^ in dysfunctional families, indeed, in nK^t &unl- 
lies, are intensely ambivatent Behind the hate is also love. Parents 
want their children to succeed at the same time that they fear their 
child's autonon^. The Job of the therapist is to refianK; a hopeless 
and hatefiil condition in a new li^t For example, an angiy 
outburst can be reframed as an attenqit, albeit indSTectual, to 
communicate. Hope is the antidote to impair and tite therapist's 
faith that a family can go beyond a suicidal crisis to renewed living 
Is^^ntiaL 

The authors r^ard fiamlly therapy in combination with a 
cognitive-behavioral approach as the treatment of choice for most 
suicidal adole^nts. The m^or limitation is that families an» 
disinclined to accept responsibility for a suicidal act and will, 
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therrfore, push for a quick npair as opjposed to a long-tenn 
solution (Bennan. 19861 In feet less than half of fiunllles win 
return for treatment aftar the first session (M<»Ti8on & Collier. 
1969). 

Ho^^taHtatliHi 

Unless a suicidal adolescent will agree to assume re^xmsl- 
bOlty for coming to thereqay sessions r^ulaity. calling U3€ hdp If 
needed and taking prescribed medication, many therapists wlD 
refuse to treat outside of a ho^ltal (Toolan, 19841 Increasingly. 
h(»pltal wards are being set a^de for the treatmait of emotionally 
disturbed and misbehaving adolescenta A course of ho^ltal 
treatment will be a month or longer. The patient receives a wide 
range of therapeutic Interventlona Behavior Is carefully monitored 
and consistently rewarded or punished. Hiereby, the patient learns 
about the "cause and effect" of his/her behavior. Rlchman ( 1984) 
cautioned that discharge from the hospital for the suicidal 
addescent can Ije experienced as a recapitulation of other separ- 
ations in the past This new separation experience must be 
sensitively confronted. 

A suicide attempt serves to erode parental authority. Parents 
may fear that the act of disciplining their child will trigger another 
suicide attempt Unfortunately, while ht^ltalizatlon may provide 
some much needed respite for parents. It ulUmatdy diminishes 
their power (Hal^r, 1980). Further. hc»pltal care is enormously 
expensive. 

Itf'prtfvn tf ^ it 

Depressed youngsters, as oppc^ed to those vho are angiy. 
seem to re^nd wdl to antidepressant n^dlcatlon. However, 
antidepressant medication, even when effective, takes two to three 
weeks to produce Its full ther^uUc ^ect (Todan. 1984). Even 
when n^cation is effective, ps^other^ is also recommended. 

SCniMARY 

As a final word of caution, treating suicidal adolescents can be 
a terriUe burden. Todan ( 1984) advises that therapists not accept 
more than one or two acutd^ suicidal patients In therapy at the 
same time. 

In summaiy. an addescent who attesnpts suicide is reachli^ 
out for the help. School and conmiunity groups must plan, 
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netwoi^ and fiuKl services to cc^\^ 

actolescen t suicide In the same wey that provl^ons an being marie 
for Interventfem irdated to piqf^cal aiul sexual atnoe drug 
alnise. We must affirm tl^ sdf-worth of evoy addesorat diild by 
bdng smsltlve to hta/her (tewb^lng Individuality Wc must^in 
with mir youf^ people In cn^ting a wraM that 
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£097QiaALilBSmACT; In this duapto" cuv discussed 
socletalchangesandtheirimpactoficidiA^^ 
ment Tfie rapid gmwth that nmkes adi^€S<xncea timec^ 
d0icult {xd^ustment also must internet uAth swoh power- 
fulfones astheonsetqfthe *ljr^onnaaon sod^'"€md its 
ubiquitous computers, intense competttUm fwjew^pbs. 
r^trudwingcf traditional sex roles, the threat <^ nuclear 
war, AIDS, substance abuse, and the erosion of the 
nuclear family. The result is that today's teenagers 
cxpCTtenoe eriormaus stress. 

Adolescents now live In a society where techndk^ is rapidly 
changing the way we Uve (Rice, 19611 With ttm advent and 
exi»nslon of techxKslc^, we have evdi^ from an industrial to a 
technological society. No kmgerdo^chaiige crane ^owiyorarejc^ 
stal^ and secure* Americans have watched their manufacturing 
Industrie contract one by one. Once productive and active 
Industries such as steel rubber, and autcmiotlve have laid ofT 
woiicers and dosed plants both tonporarlly and permanently- 
Wagra and beneflt ronce^lons, once unthinkable, have been 
wlflli^ aooq>ted to preserve Jobs, Many skSkdd axul ui^klSed mm 
and women have lost decent paying Jc^ and now work for 
minimum wage and part-time hours. Scnne fom^ily productive 
workers have had to resort to wdfan^ Mar^ woikers trained in 
manufacturirig l^nmd their sldllsotec^te as techndi^ altered tl^ 
workplace. 

Finding a staUe career is much more tedious and difllcult 
than it was ten years ago. As society changes, job tasks also change. 
In the past workers l^med one skill which usually lasted a 
lifetime. Now work^ in technological and information fields must 
acquire new skills constantly. High school graduates Ami them- 
selves ill-prepared for much of the technolc^cal work available. 
Education and trainii^ are onphasJz^ in most arenaa Even 
thc^ in professional areas are required to take continuing 
education. Unfortunately* education dc^ not guarantee Job 
security or placement As p^c^le bnrome more educated the 
competition for jobs increases. 

We now live in what has been called the ^^information society " 
The omnipresent computer stores vast amounts of information 
economically and efHciently. Even pre school j^ungsters are 
exposed to computers and their use. Coi^equentlyt some c^ree of 
computer literacy has become a must for working Americans. 
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Adoiescents fed the pressure of this push forediKaUon, skills 
training, and success. Often they p^ an emoUonal price and 
experience psychdc^cal stress as they tiy to adapt to these 
changes (Gordon & Gordon. 19^). 

Children are growii^ up In a woiid much dlflferent than that of 
their parents (Gordon & Gordon, 1983). In the pa^ the extended 
family offered abufier for famlllesexperlcndi^dlsoiiganlzat^ 
stress. Today, famines have become more mobile (Hafen & 
Frandsen. I986J. moving firequentfydue to Job advaiMOT«it or In 
search of new emirfoyment Flfiy minion Anwrteuis change their 
frfaceofresldencec^year(Justlce& Justice, 1979). This mobility 
threatens the existence of the extended family and its surxmI 
(Daccy, 1982). With mobiUty.famlUesseemtobeexpcriencingmore 
rtUenation and isokitlon (Gordcm & Gtmion. IS^). 

In addition, the veiy nature of family life is changing. Robon 
( 1987) suggested that children tode^rare likely to experience more 
than one family pattern during their dcvelc^ment He stated that 
25% of all children will be part of a remarried family and that many 
others win live in common-law families. Between 25%and 70%of all 
marriages end In divorce (Gordon & Gordon. 1983; Woodward, 
1978). One of eveiy six children live with a single parent (Dacey, 
1982). Gordon and Gordon (1983. p. 179) state that -sln^e parent 
families represent the fastest growing type of family unit" Often 
ordinary proWems in nudear famlUes become ma^fled in this 
type of family. 

Changes In the family structure are acojmpanied by Inherent 
stress. Adolescents often find these changes difficult In so^»lled 
blended or step-families the adolescent may experience difficulty 
adjusting to a new or substitute parent (Capuzzi, 1986). No 
surprise should occur when teens report often feeling alienated 
from their famUles (Dykemaa 1984). Many researchers (Peck. 
F^irberow. & Lltman, 1985; Hawton, 1982; D^^eman, 1984) have 
suggested that changes in the quality of family life have contri- 
buted to the rise in ^descsnt suicide. 

Pfefier ( 1 985) stated that the most significant Ufe strras is loss. 
Strauss (1985) reported suicidal adolescents have histories 
including many tosses with few social supports to compensate. 
•Today's families are fractured and ftaglle and cannot meet the 
demands put on them" (Justice & Justice, 1979, p. 20). 
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Sunt^ate parenting has allowed previously Infertile couples to 
conceive. Surrogating also has broi^t with it a host of emodonaL 
moral, and I^al dlfenunas. Time has not allowed us to assess the 
Influence of surrc^tlng on the emotlonal/psfchok^cal weU-belng 
of children— very different Issues from those with which our 
parents wrestled decades ago. 

The increasing presence of women in the workplace and their 
assumption of more powerful economic positions also has contri- 
buted to the changing society. Use of child care facilities and the 
emergence of "latch key" children are some relatively new 
phenomena. Relationships between husband and wife have 
changed as have sex roles and expectations for men and women 
( JusUce & JusUce, 1979). 

Teens are strong Influenced by societal expectations of the 
kind of work males and females should do (Rice, 1981). To find 
one's place as a productive, valued member of our society can be 
difficult and confusing. 

The threat of nuclear war and International unrest hovers over 
mankind. Although most of us do not dwell on the possibility of 
nuclear annihilation, the threat is inherent The festering conflicts 
in South America, Africa, and the Middle East threaten to explode 
in ways yet unknown. Adolescents often question social behavior 
and attitudes toward war. In addition, the Chernobyl disaster has 
illustrated that nuclear catastrophes are no longer part of the 
future but a real part of our present 

Coping with these changes brings confusion to the adjusting 
family. In many ways, "the home has become a pressure cooker" 
(Justice & Justice. 1979. p. 20) 

THE NEW AGE ADOLl^ENT 

Physiological, psychological, sexual, academic, and family 
pressures always have been difficult during the transition from 
childhood to adulthood. The Inherent conflicts associated with 
adolescence are today intensified as society passes through an era 
of upheaval. 
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At puberty, increased physical ^awth combiiies with sodal 
and cultural pressures (Ck^ombek. 1983). Adcdescents are con- 
cerned about these physiological changes, and resulUng social 
pressures (Shertzcr & Stone. 198U TlMy are concent about 
their rate of devdopmentand howlt compares with their peers. Self 
doubts about ^H^earancx are acxaituat»l by the Imprasible 
physical ideal perpetuated in the medkL 

Teens also are reaching puberty at a younger age. This means 
the gap between physical changes and emotional maturity is 
widening (McOqr. 1982). 

Paydu^yglcal Qiaages 

Adolescents strive to become indepenctent while still main- 
taining some sense of security. One important developmental task 
of this stage Is the separation from one's femlly. The confii^ng 
issue for adolescents, however, is that they are still dependent upon 
their families for their physical and psydK^glcal needs. Another 
cause for confusion is the mixed me^ages s«it by fiunilles. At one 
[K>int parents may call for Independence and »«q)on8iblllty from 
their teena At another thqr may treat their addescent as a child. 
Adolescents are forced to aiioose between adult rules and peer 
rules. They find themselves struggling to resohfe these issues and 
become autonomous. Adolescent behavior, consequently, often 
appears confused and inconsistent (Davis. 1983). 

A sense of belonging is a pressing ne«i for teens (Levlne, 1^3). 
In theplaceof famlly.adolescentsseekacoeptancefromtheirpeers. 
Due to insecurity, adolescents conform in attempUng to emulate 
the group they wish to Join (Sherzer& Stone. 1981). No matter the 
socioeconomic level, crovwis or cliques are fmrt of the adtriescent 
worid (Dunphy. 1980). 

Adolescents are sensitive to critlclam and rejection. Hyper- 
senslOvlty is an occasional problem for teenagers. They become 
upset by perceived rejection. The search for identity often leaves 
teens feeling isolate and alone. Th(»e that are different are often 
c^tracized and called by slang nan^ such as "nerd^ and "geek.*' 
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Unfortunately, our society has veiy narrow definitions of what 
adi^soents,ofetther sex. must bok like. Being obese is a pnAtem 
for many adolesoents becau% they are a0ected I^pqnilar images 
oftl%l(k»l body (Rice. 198U 

Giris have difficulty coming to terms with their bodies. Hiey 
ma^ fed that their breasts are too «nall, thiols too big and 
stomachs too fuIL Thisquest for an aifoitraiy ideal often leaves girls 
unhapi^and dissaUsfied. Since not aU giitecan be "perfect." much 
pr^ure exists for them to achieve "perfection" in mafeulsq^tive 
ways. 

Boys face different physical pressure The adolescrait mate 
learns he has to be taH and strong. Sports, which, forgood or iU. are 
deemed important by peers, parents, teachers. aiKl others, are the 
purview of the laxgn^. swifter, and stronger beys. Shorter, slower 
boys are usually left out 

Because adolracence is often an a\iicwanl pl^ical stage for 
both sexes, many teenagers feel unattracUve. ui^)opular, and 
unhappy. The lack of »x»ptaiM2e of their physical selves makes it 
difficult for many to achieve fedin^ of sdf worth. 

Scvnality 

Adolescents stnig^e with identity proUems particuibily as 
thqr relate to their sexu-^ fe^Ui^ (FiiH:h. Poznanskt & Waggoner, 
1971 ). They face many conflicting messages about sexuality. The 
media is seen to advocate ^ without r^wnsibiUty. Yet Increas- 
ingly teens are warned of the dangers of sexuality transmitted, 
sometimes life threatening dlseascas. such as AIDS. 

Many adolescents are sexually active. One-half of all teens 
engage in sexual intercourse before they leave high school while 
births to unwed teen mothers have reached an aU-time high 
(Gordon & Gordon. 1983). 

In spite of apparent sophisticatloa adolescents may have littte 
accurate sexual knowledge. They have difficulty admitting to this 
lack of kno\«4edge because it can be interpreted as a sign of 
immaturity and social Inadequacy (And«;rson, 1984). 
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Uke adults, adotesooits are confused about sex rde differ- 
ences (Ando^on. 1984). Young Di^HiKai are stlD pulled between 
success goalsand affiliation needs. Young men are confused about 

their own it^ and the expectation of othera 

Since Intinwcy is one of the tai^ of older oAt^scence, teem 
find the need to become Invtdved in intimate relationships 
regardless of the Kxual invY^vem^t 

Moodftactatfama 

Mood swings seem to be a trademark of adolescence, hitemal 
and external events seem to have a greater impact during 
adolescence (01fer& Franzen, 1983).These mood fluctuations also 
may be a result of the confusion sifting thnn:^ dd and new 
values and devdoping a styte which is right for each individuaL 

Adolescents are present oriented. The future is now. This 
causes adotescents to behave impulslvefy. experiencing things that 
physically, and psychologically, they may not be ready for. 

Adite wipftpt Pipeiwirea 

Our society puts a premium on achievement and competition 
Gordon & Gordon. 1983). Making nroncy and moving up the 
coiporate ladder are the values of the 1980s. Adolescents are told 
via marketing and mass media they must achieve academic 
success to afford tlie many luxuries of our tlm^ 

Pressure exists to get into the "right" coU^e or university. Part 
of the process of getting aa«pted means not only good grades but 
good test scoi^ We see the evidence of this in the many ACT and 
SAT preparation courses available both in high schools and the 
private sector. The canphasis on academic achievement has filtered 
down to pressure youth as young as three or four years old as 
parents push for the "right" pre-schools. The need to choose a 
major or enter a particular discipline of study puts added stress on 
adolescents seddng a coll^ educaUon. 

Many parents, too, have high e>q)ectatlons for tlie achievement 
and success of their children. This comes at a time In which the 
upcoming generaUoa for the first Ume In the naUon's hlstoiy. will 
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not achieve a higher standard of living tlmn tl^ parraits. For 
adolescents, the inability to live up to iMunmt's oqiectatlons can 
signify loss and can tead to c^r^sioQ (McCoy. 1982). 

HlstcnrlcaBy. adotescents have experienced difficulty dealing 
with their parenta Much of this conflict arises from the natural 
process of forming an identltyvrtiile ctewk>i^ngvali%s of ti^ own. 
Many parents do not have the sklfls. time, and energy to be good 
listeners. Many families have difficulty sharing feeling (Capuzzi, 
1986). espedaOsr p(»itlwe oma. On^equentiy. 0(»nmunlGatlon 
proUems occur betn^een parente and thdr teens. 

Increases In the r^xnts of physical sexual and emotional 
abuse in our cultiue have been docun^ted. More lamilies r^rt 
problems with drugs and alcohol Approodmatefy three million 
teens have proldems with alcohd (McCoy. 1^). Inti'ractions 
within the fomlly are often abusive. Healthy communication and 
support for adolescents in families with abuse or chemical 
dep^dency pnri^ms are too frequoitly mininml or unavallaUe 
Adf^scents go throu^ a natuiafiy difficult tln^ of testing their 
11ml t& Hicse from abusive femllles, however, must do so without 
the love, support ami safety net they reaDy need. 

Part of devekplng identity n^ns eiq^ring and ctevd- 
c^lz^ rdatltni^ps with nmny kinds oi peopte. Not aU relation- 
ships win last Therefore, normal adolescence also means learning 
to with 1(»& Lo% takes many forms, such as through death, 
termination of a relationship, or divorce. Throu^ dating and 
devdopment of peer relaUonships, adolesoents will rait jrally be 
forced to deal with loss. AU loss is difficult However, toss combined 
with the turbulance of adoles£n(% can be particularly difficult 

WE UVE IN A STRESSFUL SOCIEIT 



Hie rate of change in our lifestyles has increased tremendously 
(Dac^, 1982). The rapidity of change in society suggests a 
continuing increase in stre^ levels. 

One of the shortcoming in society, has been the failure to 
teach stress-coping skills. Neither parents nor schools have 
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adequatdy taught dilWren and adolescents how to deal with the 
stressore of Ufc In tl» fate anh centuiy. Young bqrs are taught Ijlg 
boysdon'toy^ and emotions exhibited bywomen are often seen as 
♦'weak." Consequently, the natuial ways In which we deal with 
stress are negated. We teach pe<^ to work against natural 
healing, white suppressing feelings and emotions. 

In this culture, apparently the inability to deal with emotional 
stress is considered a weakiKsa On the other hand, to have a 
phy^cal problem is accq>tal^ In many cases cme win get 
sympathy, encouragement ami support for phy^cal Ills, However 
to discuss psychological ills is less accq)table. To show stress is to 

show weaknesa therefore, those under enwUonal strras often deny 
its existence. 

Unfortunatdy. when stress is not dealt with, it takes Its tdL 
Physlcally stress can aggravate many pre-existing conditions. The 
top selling prescrlpUon drugs In this country are used to treat 
conditions which arestre8srelated.Alarge percentage of the visits 

to family physicians are stress related. For addescents. failure to 
deal with stress often means an increase In psychdt^cal concerns 
such as depression, K Omrgy, anxiety, and fear. Stress may even 
trigger suldde attanpts (Rice. 1^1). 

Our society endorses instant gratification. This noUon Is 
partlcularty reinforced for suiotescents via the styles and fads they 
embrace. Most adi^escents, like their adult counterparts, are 
looking for a fast easy w^ to reduce stresa Because of pessimism 
about the future and focus on the present many teerm are 
searching for, and finding, momentary rdief. Th^r also are being 
reinforced for doing so 1^ society. The o^lng mechanisms are 
often maladaptive. Ateohollsm and other drug abuse, teenage 
pregnancy, eating disorders, runaw^. and the perfect-child 
syndrome are running rampant in our society. 

Way* AdfdesGCTta Choose 
to Cope with Stress 

Society has paid Uttle notice to the stressors addescents 
experience. The exceptioa rather than the rule, is for parents to 
woris with and talk to their children about coping with everyday 
stress. Schools arc equally negligent. !f anything, the emphasis in 
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schools Is moving toward a "back to basics" approach with reading, 
writing, and arithmetic the central focua Consequently, teenagers 
are {(»ced to find other outtets for coping with stre^ 

Unf(nrtunatdjr. nmny of the nsdad^tive ways (Scoping with 
stress have received extensive media attention. To find a magazine 
w^ch do» not contain fuO^sage ads advoratlng the use of alcohol 
with friends and fiamliy is difficult to da Often these ads are made 
more appealing through endorsements by celebrities and athletes. 
Widely watched soap opacas and prime-time tdevlslon advocates 
the virtues of sex with multiple partners and without much 
acknowi«igement of pregnancy, disease risks, or moral issues. 
More than any other age group, teens are susceptible to this media 
bombardment Messages about adaptive ways to deal with stres- 
sors are rare. 

One of the most readily and socially acc^ table ways teens 
malad^tlvely deal with stress is through the consumption of 
alcohol Shertzerand Stone (1981) stated that approximately 90% 
of all teens have tried ateohoL It is easy to purchase, l^alty or 
illegally, in most states. Not only has a dramatic increa^ occurred 
in the use of alcohol but in the abuse as well. The National Institute 
on Alcohol Abuse and Alcoholism reports that 1 3 million American 
teens between the ages of 12 and 17 have some problem with 
alcohol (McCoy, 1982). Often Iheseprobtems go undetected for long 
periods because of the availability of alcohol and its acceptance 
amoi^ teens and parents. 

"There has been a dramatic Increase in the extent of drug 
abuse other than alcohol." (Rice. 1981, p. 125). Many drugs have 
tost some of their stigma as more Americans turn to them as a 
means of reducing stress. 

Unfortunately, drugs and alcohol do provide quick. aibei> 
temporary, relief. Because of the focus on instant gratification, the 
quick relief of drugs Is often seen as the only solution or as more 
tempting than a life-styie change that indudes stress reduction. 
Drugs also tend to loosen inhibitions. This is an attractive 
alternative for adolescents who are uncomfortable socially. Fbr a 
few dollars thgr find talking. flirUng. or simply being with each 
other easier. They allow, for a Ume, the avoidance of problems and 
the necessity of dealing with them. 
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Finalfy. in their ofwn hxmes, CKlotescents are se^ng thdr 
parents use and advocate use of alcohol and other dn^ as stress 
rediwesw It Imsbecn estimated that one-flfthrfaHaddescoits come 
from hon^wrtiCTC one or both parents have drinkii^prrf^ms 
(Hafen & Prandsai, 1^). Adrfescents. then, are actually prac- 
ticing what they see at h<Hne and In the media 

Teenage Pregnancy 

Addescence ahways lias been a Ume to devd<^ a sexual 
IdenUty. However, many teens are using sexual activity as a to 
deal with fcdings of IxMKlequatty and insecurity. TlKy team early 
that being "aexf is often equated with being wanted, sexy 
means getting fovors and comi^ents (Justice & Justice. 19791. 
Unfortunately, much of the information teei» rec^ on devel- 
oping a sexual IdenUty is from either the pt^ular press or each 
other. Consequently, teens are either unlnfonned or mislnfonned. 

This lack of Infonnation mi^ contribute to the Incre^ng 
number of teen pr^nandes. Births to unwed teen mothers have 
reached an all-time hl^ "Ten percent of aU American terara get 
pregnant and six percent ^ve birth," (DacQr, 1982, p. 256). In many 
high schools, it has become a status symbd to get pregnant and 
keep the child Some parents and friends condone the event by 
having baby showers for pr^nant teens. If teens keep their 
children, society must make changes to adapt to the developing 
societal patterns. Schools will need to oflfer tutoring and child care 
dasses. 

Many pregnant teens stUl seek to terminate their pregnancies. 
An estimated one-third of all aborttons performed in the United 
States are on won^ under the a^ of m Approximately 40% of 
teenage pi^nandes are terminated by abortion (Intenilvlslonal 
Committee of Adolescent Abortioa 1987). Many women of all ages 
are ill-prepared to makeadeclslon regarding aborUons. Teenagers' 
insights are often clouded by parents, friends, and boyfriends. 
Many times the decision is made for them. Often, the only post- 
abortion counseling that is dom is for birth contrtd Informatloa 

Teens are receiving mixed messages about themselves, their 
sexuality, and the sex act Unfortunatdy, they seem to be receiving 
minimal accurate information not only on the physiological 
aspects of sexuality but on the emoUonal and psychological aqsects 
aswdl. 
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Another teens choose toe jpe a stiessftd situation is to 
phy^cidtjr remove thonsehes firom it Approximate 7^000 to 1 
minion teens nm away annu^ (^lertzer & Stone. 1^1: McCoy, 
1^2). Some ci those teem are "thxowaw^" wha ftn* a variety of 
reasons, have been told to leave or are "kicked out** of their horoea 
Often runaways have been abusive to or abused by their parents. 
Many come from honMS where they have been victimized and/or 
eTqilolted. The absence of communication makes them fed isolated. 
ThQrbeiieve nowh«e. no i^ue, no one is avallal^ for them to turn. 
So they run. With few flnanclal resources and being emotionally 
Ill-prepared to handle their feelings, they frequently turn to 
prostitution and child pomogTEiphy. Escape firom a perceived bad 
situation turns even worse. 

iijaring Disorden 

As stated previously, teens are pressured to look like the "Ideal" 
adolescent-male or female. For adoiescent girls the pressure Is to be 
thin. In fact, we have Incoiporated Into our culture the saying "you 
can never be too rich or too thin." "Since adolescent women get so 
much confirmation from their appearance, they soon learn that 
their bodies are their mouthpiece" (Gamer & Garflnkle, 1985. p. 
90). 

Unfortunately, adolescence is often a time of vulnerability due 
to such poor self-images (Gordon & CSordoa 1^31 Ttoefore, 
prrasure at this time to look a certain only hl^ilights 
Insecurity and increases stresa An ^timated one in four teenagers 
has trouble with some form of eating disorder. The ratio Is not 
surprlsli^ given the premium our culture puts on youth and the 
social -^tlgma against being overweight (Gamer & Garflnkle, 1985). 

Eatli^ disorders such as anorexia nervi^a and bulimia are not 
dieting Issues, however. Rather, adolescents s^m to devdop an 
eating disorder as a means of achieving a more acx^qitable 
appearance while gaining control over the stre^es in their lives. 
Althou^ previously considered a "female" disease, increasing 
numbers of males are devdoplng eating disorders for many of the 
same reasons. 

Perfect ChDd 

Some addescents deal with stressors by tiylng to be "perfiKit'' 
These teens are fearful of making mlstakea They base their 
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feeling and consequentfy their acUons about thensdves on the 
opinion and feedbadc of others. 

They crften fed that parental love d^xaids on their aditeve- 
mentlMcOqr. 1982). Therefore, th^rpush hard to succeed bythelr 
parent's standings, often negating aiq^ dewdopment of their -true'* 

sdves. 

SUICIDE THE ULTHIATE WAT 
OF COPING WTIH STRESS 

As addescent sulddes Increase, mote parents, teacheis, and 
the general pubUc are asking why so maiqr young, capable, 
uihdescentsseesulcldeasthdrontyaltematlve.lVplcanysulddels 

not the result of a sln^e traumatic event UsiuJIy a number of 
factors have accumulated for the adi^scent with Uttle coping 
skills. Suicide, thea can be seen as an act to relieve "thwarted or 
unftilftlled needs" (Shneidman, 1^. p. 12B). It is a w^ out of a 
painful situation. 

-Suldde Is both a personal and social act" tReynoWs & 
F^ibeit)w, 1976, p. 33). In order to understand suldde we must tiy 
to understand both the adducent and the sodal-cultr ral environ- 
ment In addition suicide is a complex symptom evdvlng out of 
effects such as (tepression, anxiety, and anger (Pfdfcr, 1985) in 
combination with environm«ital factors- 
Recognizing the preceding as existing for teenagers, we can 
summarize common precipitators of addescent suicide. We know 
that depression is common in adolescence {Rire. 1981 ). D^ression 
is the most common factor in suicide {Hafen & Prandsen, 1986). 
Londiness also is seen as a factor in suicide and chemical 
dependency (Dykeman. 1984). Family crisis or abuse are contri- 
butors to adolescent stress (Pfeffer, 1985). Social unlnvolvement 
and solitary living (Trout 1980) or at least lack of intimate 
invdvement also may be contributors. Loss, whether it be of a 
person ora relationship, is a common precipitating event (Strauss, 

1985) as are school difficulties and thepressure to perform. Atleast 
one m four of those adolescents who attempt or commit suicide 
have a parent who has attempted suicide (Hafen & Frandsen. 

1986) . 
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"Adolescents who attend suicide also experience feeling of 
low sdf-€steem" (Capuzzl. 19^ p. 3). Because society does little to 
help te»is fed good abmit thonselves. teens are izoecure and 
overwfaelnied by various feelings. In feet mai^ adcdescents have 
expeneaceA one ormai^of tlKpredpitat<»B n^tlomd in the last 
{Kuagi^h. C<Hi{^ the common precipitators of sulcicte with the 
lcu;k of adaptive o^rii^ skilb aiKi one begi]^ to see the po^biUty of 
suicide being viewed as an option fay many teena 

Addescents c^ten have a romantic view ftf suicide (D^ceman, 
1984). Many see it as the ultinsite SE^nlflce or conversely, the 
ultimate revenge. Examples in literature, sw^ as Rimwo and 
Juliet, reinforce this notion as do many of the current examples in 
mass media Those with suicidal intention nu^ be eiKouraged to 
cany out the act becau% c^current covoage by the media (Hawtoa 
19821 

Suicide can be seen as the most maJad£q>tive means of 
communicating feeling of iscdatlon, de^>air. fear, ai^ anxiety. 
Unfortunatdy adfdescents l^ven't beoi taught ack^>tive and 1^ 
destructive vmys of communicating these m^sag^ through 
living. 

Suicide is one of the topics our society has tried to avoid. We 
simply do not have a my open attitude about death. Many adults 
are fearful and tend to avoid talking or thlnkii^ about death. In 
addition, only recently have we begun to look at we^ to talk to 
children and adolescents about death. Rarely have parents, 
tm^ers. and teens themsdvt^ learned to talk to ad(^^oents and 
es^h other about suicide. Only after several adol^f^te cho(»e 
suicide do leaders in the community attempt usually to educate 
themselves and develf^ communication and "prevention plans." 
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fi33iTOIttAL ABSTRACTr 7b add/ess actolescent l^^ia- 
iMmxil indicatCHSi^micUie. It is Impwtant taJlrstcBtcMlsh 
a conceptual Ixisellnei^^ normal adolescent behavior,^ 
From this ptHnt <^ {leparture, a dest^iiOtue representatUm 
qT the behavlm-, verbal and nonverbal the pnesutctebil 
adolescent can be dlscu^^ The purpc^ of this chapter 
is to present the topic of behavioral indicatxirs in an 
Int^mtive manner by examining $ulddal behavior in 
the context of family, school and fx^gnmp. 



As one examines the literature cor^ming the behavioral 
indicators (clues or warning signs) of suicide, one is struck by the 
fact that a considerable conflict of opinion odsts oincmiing the 
importance of these verbal and nonverbal dues. Forexamirfe, some 
sulcidologists believe that behavioral indicators or dues are not 
obvious* but others surest that mi^ if not all ^descents will 
give dear warning signs prior to their sdf-destructlve behavior 
The following statements exemplify the diversity of (pinions 
concerning suicidal clues: 

The ina)(Mlty (tf addesoente who attcnqH suli^ cfo not give 
those pec^anmrid them aiq^slgnab In tte form of m;^^ 
changes In behavior that the event is forthocnnlng. (Flndi & 
Poznanskir 1971, p.3) 



It Is impossttrie to ciystalllze a ^^eclflc presulddal syndrome 
that predicts If an ^desc^nt wlU commit a sutddal act (Otto* 
1964, p. 387) 

Contrast the two preceding statements with the three that follow: 

Hie teenager who has reached a point of seriously considering 
Suicide never falls to send out warning slgnala (O'Roark, 
p. 16) 

Of the serious suicide attempts, pnxinmial dues were present in 
over 70 peirml of the casea (Peristein^ p. 3017) 

The clues lo poHslble suicide an? thus readily available io almost 
any sensitive person who cares enough lo see and r^pond loone 
whose life is hanging Jn the tedlance. IParker. 1974, p. 70) 
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fAijBt authors wiltii^ <^ suld<te iavc (tevcM t^qmixiiiiatdsr 2 
to8i>£^tothe»d^ectofbehavk>rEdlndteatoF& Unpaucityof 
material on this topic may exist because identifying the most 
salient dues that could serve as rdiatde indlcatoiis of an individual's 
stni^e with life and death isadifflcult, If not linpos^bte task. The 
purpose of this thspter is to axgiw that mo^ of the Utoature to 
date has attempted to describe the "dues" without addressing the 
environment or setung from which they ^ring. To £Kldress 
addescent behavioral indicators of suicide, we must first estal^sh 
a conceptual bai^ine of "normal adolescent behavior." FVtHn this 
tosdlne a descriptiw reprraentation of the bdiavior. verbal and 
nonvertial. of the piesuicidal Euidescent can be pc^ited. 

The gral of this chapter is to pr^mt fht tc^ic of bdiavioral 
indteatcHS in an integrative imuma* by examining »ilckbdb^iavlor 
in the context of femlly, schod. and peer group. too many 
writings in the past have simply listed the behavioral signs, leading 
readers to believe falsely that they possessed a recipe for 
prevention. 



THE NORMAL ADOLESCENT 

The adf^scent has been describoi in histoiy and in theoiy asa 
yoimg person wrought with turmoil and stress who is a challenge 
to trachers. there^lsts, and particular^ to parents, Rato and other 

Greek writers t^ld a vkiw of youth as a time of marked emotional 
upheaval Shakespearectescflbed Elizabethan teet^grasasqiendii^ 

their time doing little more than "wronging the anciently." And 
Anna Freud (1958) described adolescence as a period charac- 
terized as an interruption of p^ceful growth (p. 255). G. Stanley 
Hall d^H}, a pioneer In adolescent p^hology, also described 
adolescence as time of "turmoil": 

The teens are emoUonally unstable and l^thlc. It Is a natural 
Impulse to cxpet lenoe hot and peifnvld i^ychlc states, and tl 
whole is characterized by emotionalism, (p. 74-5) 

One of the ms^or impacts of Hall's theoiy was to establish the bdief 
thatoonftictwasaninesrapali^componentcrfadoleasentftewh^ 
Ui contrast Margaret Mead (1928) dudlenged this th^iy with her 
anthn^Mdc^cal acooimt of other soctetles in which suiolescents 
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dtevd^qied without am{or uj^ieava^ (tar ot^maitons aiKl lat^ 
flxulii^ confuted the belM that ^lotescents ami those around 
than mt^ eqp^ence "storm and stress." 

Without question for some, adcri^^ence is a difficult and 
stressful time. For others, it is a rdatl^^ smooth transition 
between childhood and adultluxxL Fbr many researcli^rs t>-e 
important question is not whether turmoil does or does not exiut 
but whether or not it is ojrrect to expect that eveiy adducent will 
pass through a tumultous i^riod. Offen Ostrov. and Howard 
( 1981 ) suggested that the prevailing attitude is questi<»iable: 

Tfie often cUed attitude that such ackde^onts are **gQing 
through a st^** or that he or^e '^sml out^tjw this," nmy 
the teenager. A disturbed youngster Is done no service when his 
mood swings are Inaccurately seen as predictable, his negative 
aJfcct as typical* and his extreme rebellion as undo^tandatdy 
normal. Even more iitmlcaSy, no good comes trf seeing an 
adolescent's disturbed acijustniait as ranflrmaticm of a theoiy 
about how nonnal adolescents fed and behave. Instead, we 
should Bsk, "How docs this adolescent compare to others who 
cope successfuByZ* tp. ^) 

Without a depiction of the normal ^icrfesecnt, a danger exists of 
overlooking and minimizing true adolescent disturbance and 
passing it oif as n^re tiansitoiy pubertal reaction. This is of 
ii- irUcular concern for mental health pracUtloners involved with 
pt entlalfy suicidal adotescents. 

Oicc atteir ot to darify true disturbance and distinguish it 
from norr^ en: ^lescent behavior was that of CMdham (1980). He 
reviewed seveial longitudinal studies of patient and noi^tient 
addesomts and found that normal ^descents manifested the 
following behaviors: 

1 . Most ackd^cents maintained psychic equilibrium while 
struggling with t]% devdc^mental ta^ca 

2. iMole^^t devdopment was generally associated with 
successful famlfy adjustment 

3. Turmoil was normatlvdy manifested in mild forms of 
depression and minor disagreements with 
authority figures. 
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OtlMa- revlcwas. SIM* as Ctoteman ( 19m Eails ( 19m and Rutter 

(1980). essentl^ arrived at the same condustons as <Hdham. 
Rather than storing that all atto^craits expal«ice a gjeat (teal of 
stiessand disturbance, probably a more accurate statement would 
be that some adolescents experience a great deal of stress and 
disturtemce. some veiy little, and the others a moderate amount 
Of the disturbed adolescents who were studied by Ostrov. Offer. 
andHartlagBt l984),theprevataK3etrfdlstuibedaddesoents warranting 
psychiatric Intervention ranged from 10 to 30^ onephalf of those 
Identllled by the researchers as needing psychiatric IntervenUon 
were not recognized by adult family members as needing help. 

Offer. Ostiov. and Howard (1984) studied large groups of 
normal adolescents from a variety of cultures. Hielr dQ>Jctlon of 
normal adolescents in ourculture, in the 1980s, wasofadi^scents 
who reportedly enj<^ life and were hai^y most of the time. They 
fdt that others treated them fidiiy. and thqr believed they could 
control themsehres in ordinary life sltuatlona They also Wt relaxed 
under usual cIrtnraffltarK«a Most felt proud of their physical 
development and bdieved they were strong and healtlty. They 
reported pleasure from doing a Job wdl vwere positive about their 
future careers, and wished not to be supported for the rest of their 
lives, Mc»tsawthemsdvesmakUigfriendseasilyandbcllevedthey 
would be successful both socially and vocattoTMlly. Them^ority 
stated that for them having a friend of the opposite sex was 
Important and most were not afraid of their sexuality. They did not 
report major dimculties with their parents or other inter- 
generatlonal conflicts in the present, nor did they perceive any 
major difficulty in the past or expect any major changes in the 
future. They saw themselves as cai^ble of coping with new 
situations, enjoyed chaUenges. and tried to learn in advance about 
novel situations. Most were optimistic, confident and liked to put 
things m order. They expressed a willingness to do the work 
necessary to achieve, and if they failed, believed they could learn 
from the experience. Hnally. normal adolescents did not see 
themselves having psychopatholc^lcal symptoms ard on the 
whole, saw themselves as having no major problems. 

ThesereseartOiersalsofoundgenderdiffermcesbut no significant 
age variations. The glris exhibited more native feeling about 
their moods and described themsdves as more tondy. sad. and 
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vulnaable to bcli^ hurt Thqr fdt less positive about their body 
changes and body image than the beys. The gbte professed 
stronger ^Klal vali^ were more empathlc and cozuxmed 
about the welfare of others, and exhibited a need to express the 
truth. Th^alsohad^rongertlestofsunUyandfi1end& Lastly.the 
glris e}q>ressed a pr^erence for the work ethic. Itie bc^s on the 
othor imnd, ^Kjwed more autonomy, were less other-directed, and 
demonstrated a willingness to st(^ short of nothing if someone 
wronged them. They saw themsdves as leaders and were less 
attached to their rdatives and frlenda IngoieraL thegiiisr^rted 
^rong o^lng at^ties, but not as stroi^ as Ihosc desolbed by 
their mate counteiparta 

OlTer, Ostrov. and Howard (1984) did not find the normal 
adolescent in the throes of lurmoil. and they felt that these 
adolescents adjusted adequately. They concluded: 

The vast m^orlty of those teenagers function well, ei^oy good 
rdatlonshlps with thdr fjamtiles and frtou^ and mxept the 
valu^ of the laiger sot^efy. In mlditloa most npott having 
adapted without undue conflict to the bodily changes and 
emeiglng sexuality tmm^t on by pidjerty. Ute only mrtable 
symptom that we encountowl among nonnals was a sltuatlon- 
speclfic anxiety that nonnal mlolescents can handle without 
undue trauim. (p. 12) 

We have focused on the normal adolescent to c»tatdish a 
basdlne for OMnparlson. As mentioned ^xiler, a relatively lan^ 
number of distuibed adolescents often go unnoticed and can be 
described as the "quietly disturbed.** Ostrov et aL ( 1984) stated that 
"members of this group often become known only when they 
emerge from their quietness and loneliness with a sudden 
desperate act such as suicide or homicide" (p. 73). Perhaps the 
Inability to assess these teenagers as dlsturibed Is a result of 
promulgating the belief that they are just "going through a stage, 
and they will eventually snap out of It." 

Adults must learn to listen with empathy to adolracents* 
descriptions of their internal and external worida They must 
compare the description of the adolescent population of one 
generation with that of another, and whenever pK>ssible. consider 
the changes in an adolescent's behavior over time. Otherwise, 
there is ahvays the danger of minimizing an adolescent's distress 
and possible desperate plea for help. 
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THE NORBIAL FABIILT 



Critical to the ctew^u^t of the adoiescent is the femily 
system, and ^Tedailsts In addescent psychology have come to 
lecc^nlze the need to Ux^ at ad<^esoent devdc^nncnt within the 
contest of the Caunily (Carter & McCkddrick. 1980: Halqr. 1973: 
Minuchin. 1974J. In this secUon we are interested in providing a 
behavloial basdine of the normal family. We bdieve that the 
suicidal adolesoent often develops within a dysfunctional family 
system: thus, knom^dge of the normal family sy^em may provide 
an important backdrop for better understanding the suicidal 
youngster. 



Westley and E^astein ( 1969) identifkd several family variables 
associated with the mental health of addescenta For example, 
they found couptes with happy and healthy teraiagerB felt emotionally 
close, met each other s needs, encouraged positive self-images in 
each other, were dear about their identiUes, and saw their children 
as disUnct from themsdves. Other predictors of positive family 
mental health were a balanced division of labor and m»eptance of 
jmrental roles. 

Beyond the basic task of assuring physical survival of family 
members. Lewis. Beavers. Gossett, and PhiUlps { 1976) stated that 
the well-functioning fiamily had the capability of providing each 
family member with the (^tlmal balance of sqrarateness and 
attachment required for attainment of individual ttevetopmaital 
goals. Hiese rreeardiers referred to sei»ra^^ as the alHlity to 
experiaiceonesdf asadiflferentiated pers<H%auti»iomousIy functtoning 
and responsible for one's own life. They referred to attachment as 
the ability to relate to others, to make commitments, and to 
exercise the capacity for inltlmfiKy. Lewis et aL also found that 
normal parents were authoritative but not authoritarian; they 
were in charge but without rigid rules that ^^ed at all tlmea 
Even Uioi^ otl^ relationships were important no CMnpeting 
parent-child coallUonswCTB found in the opUmal families. Tliese 
families were also diaracterized by high levels of autonomy along 
with hi^ levds of doseness. Problems were usually soh^ 
efficiently by negotiaUoa and if a compromise could not be 
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reached, the parents txaditlonalty had the last word. Empathlc 
responses and affectionate messages were common; the family 
mood was one of warmth, humor, and c^tlmism. ^fhen tensions, 
disagreements, and faxntiy losses occurred, the optimal fiamllles 
appeared to know how to cope. 



As a result of the National Family Strengths Research Prc^t 
Stinnett 1 1983) reported six qualities present In strong families. 



1. Members express a great deal of appreciation for 
one another. 

2. Family members make the effort to structure their 
lifestyles so that they have time to spend together. 

3. Direct communication is an important con^nent 

4. Promotion of &tch other's h^^iness and well-being 
takes precedence. 

5. Conmiltment to a spiritual life-style is important 

6. An ability to cope with crisis Is a high priority. 



With a brief background of the so-called "normal adolescent" 
and "normal family," we can now turn to identification of the 
prc-suicidal adolescent. 



IDEN riTYlNG THE 
PRE-SUICIDAL ADOLESCENT 



The precursors to suicide have been termed "prodromal clues," 
which are considered to be important predictors of a potential 
suicide (Shneidmaa 1965). 
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In reading the list of psychok^cal indicators remember that if 
an addescent exhibits any of the dues that are described, such 
clues should not be extrapolated immediately to mean that the 
adolescent is at risk for suicide. De>idn (1984) suggested that 
adolescents who displ^ such dues may merdy be exhibiUng 
manifiratationst^ so called "normal" add^<«ntdevd<^ment Or 
the behavioral dues may be appn^riate responses to certain 
situational stressors. According to D^dn, one or two behaviors or 
symptoms of a brief duration should not be construed automat- 
ically as pre-sulcida! indicators. However, if the youth displays 
these behaviors over a period of several weeks, he/i^ may very wdl 
be Issuing "a ciy for hdp" as a prdude to a self-destructive act 

Parker ( 1 974) summarized the tenuous Interpretation of such 
dues: 



Whtie some Puthoilties fed th^ more dues are Ukdy given fay 
younger rather than older persons, and by the attemptErs more 
often tiiantiioiw determined todie, the coi^ensus Is stin that in 
vlrtii^ alL the desire for life as strong as any inqnilse to dte. 
H^ng. seeing, and reqxuiding with i^ful concern can mal^ 
aO tlie dlfferNice. (p. 70] 



In the following sections of this chapter, the verbal and 
nonverbal warning signs or du^ wUl be presented within the 
context of psychosocial, familial, psychiatric and situational 
indicators of suidcte. 



PSYCHOSOCIAL INDICATORS 
OF ADOLESCENT SUICIDE 



The psychMocial indicators of adolracent sulddc pertain to 
the social influences as wdl as psycholt^cai processes that 
influence an individual's behavior. The following p^rchoaxdal 
indicators will be examined: (1) poor sdf-esteem and fedings of 
Inadequacy. (2) hypersensitivity and suggestibilty, (3) the need to 
achieve perfection, (4) a sudden change in social behavior, such as 
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giving away a prized possession, (5) rapid deterioration of 
perfmmance or attendance in schocd, and (6) underachievement 
and teaming di^ilia€& 




Low self-esteem traditionally has been descrit^ as a 
OHnponent personality and/or dq>res8ion (Feaiiin & Schooler. 
1978: Rosenb»g. 1965). Self-esteem also has hem viewed as a 
predictor or barooiet^ of an individual's ability to with life 
stress (Dohrenwend & Dohrrawend. 1981; Hi^^ & Go^ 1981: 
LlaDean,&Ensel 1986:Wheaton, 1983). According to Rc^enbeig 
( 1965). low self-esteem implies "self-rejection, self-dii^tlsfaction. 
and s^-contempt" {pp. 30-1). In ^ort i»or self-este^ breeds 
feelings of inadequacy. 

In an expIo«atoiy study of adtd^cent sulci<te attempteis. 
Tishler and McKenry (1983) found that adolescent sui- 
cide attempters displa3^d significantly less self-rateem than 
nonattempters. 



SoggntfiHlity 

Husain and Vandlver ( 1^4) stated that the adolescent who is 
I^persensitive and suggestil^ may be at risk for suicide. Other 
researchers have studied the phenomenon of suggestion, 
imitation, and contagion and have reported that imitative laming 
is Influenced by a number of factors such as characteristics of the 
model, rewards associated with the observed behavior, identi- 
fication with the decedent etc (Bandura, 1977; Gould & Shaffer. 
1986: Phillips & Carstensen. 1986). 



Although examination of the role of Imitation and suggest- 
ibility In adolescent suicide Is still In Its Infancy, the data appear 
sufficient to conclude that presenting media coverage of suicide 
within an aura of romanticizatlon may be dangerous, particularly 
to youth who are most vulnerable (Gould & Shaffer. 1 986: h hllllps & 
Carstensen, 1986). 
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Peifrciionlwii 

One of the sutqx^i^tlims of youth who are ou^t susc^tlUe 
to perfectionism are gifted adolescents. DeUde ( 1984) suggested 
that a link exists between giftedness and suicide wrtiich is often 
manifested In the form of an overwhelming desire to achieve 
perfection. Healsopolnted out that ^tttonalstressoiBareplsK^ 
ongifiedyoui^ters^lchputthemathi^rlsk: sdf and societal 
expectations, the Ceding that oi^'sglfts and talentscan and should 
benefit society, and the strain of being IntdlectuaBy capable whOe 
at the same time <rften sodalty immature. 

Leroux ( 1986) summarized the "catch M" situation that some 
gifted adolescents find themselves in: 

Gifted young^ers can haw an owelty de m an d i n g Image of self 
because of their personal high expectations. When a 
discrepancy occurs between idtai sdf a^lration. unrealistic 
goab.andk»ir8elf-este«n,therelstlwpotaiUalforhl^risk. (p. 
77) 

Stulden Change in 
Sodal Bdisvfaw 

Most experts agree that an important danger sign for suicide 
can be a sudden chan^ in »>cl^ behavior. Fbr example, if an 
addesi^t gives away his/her mcst pri2»d pc^ses^orak. such w a 
favorite collection of music tapes, astereo. or a musical instrun^t 
it could be a due that the individual is contemplating the severing 
of social ties and ultimately, the severing of life 



Academic Deterioration 

Suicidal adolescents have typicaUy demonstrated grrater 
withdrawal from and less involvement with the milieu than is true 
for non-sulcidal adolescents (Berman, 1986). Teachers and 
counsdors are in a good position to note any sudden or rapid 
deterioration of performance or attendance in school. Such a 
decline in performance may be attributed to a number of proWems 
such as school phobia, disruptive Interpersonal behavior, or a 
general preoccupation with emotional concerns and conflicts, 
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Althou^ Saitore (1976) cUd not And a coitfjatlon between 
failure In school and suicide, he did suggest that scliool failure may 
lead to kH^lness; londii»sss, In turn, can pron^t dq>re8^on, 
which is associated with suicide. 

In a study of adolescents 12 to 18 years of age who had been 
admitted to a ho^ital because of self-destructive behavior oi 
strong suicidal threats, Glspert Wheeler. Marsh, and Davis ( 1^5) 
found that of the ^3% who were enrolted in school 45% were 
typically truant or did not attend school at all and only 50% were at 
the appropriate grade level. 

The youn^ter who consistently experiences fedlngs of foilure 
despite expending effort and a desire to succeed, will often 
experience learned hdplessness-a bdlef that failure cannot be 
avoided (Hlroto & SeUgman. 1975; Maler & SeUgman, 1976; 
SeUgman. 1975). Thomas (1979) idenUfled these native self- 
attributes as typical of individuals who have been iftentifled as 
learning disabled. According to Thomas, the learning disabled 
individual tends to attribute his/her foilures to a of ability 
I. 'Jier than a lack of effort. 

Peck ( 1985) reported that in a 19*^ study of adcdescents under 
the age of 1 5 who had committed suicide, 50% had been diagnosed 
as learning disabled. The following vignette presented by Peck 
illustrate such a victim: 

A ^ical case ewnif^ of a youngster in this categoiy Is U»t oi 
13-year.oU Mtchad. the xMesA of two children. Michael came 
from an intact middle-dass family in southern Cailfomta. As a 
fourth grader he had been diagnosed m iqiperidnetlc pkfficd on 
Ritalin, and entered Into a special treatn^t program, ^ik: 
this helped somewhat with hlsdianiptlvebehavior.hlB^llityto 
concentrate was still limited. Michael was described shaving a 
very poor frustration level and would frequently show aggressive 
behavior toward his peers. He was teased for h Is had temper. By 
the time he had reached the seventh grade, he had ratl»r poor 
relationships with hispeers. except for one friend. was 
involved in an Intense, rebellious. Independent struggle on the 
one hand, yet overly dependent on his family on the other. As a 
result he always seemed to be AghUng with his fomlly. He would 
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frequently expre^ feHings of uiiliappim^ atid dissaUsfactlon 
with his life to people around him. After no parlicuiar 
pm ipitaiinf; stress, approximately two uwks before his thir 
teenth birthday, he found his father s gun and shot htmsdf in 
the head. Ip. 1 161 

Psychosocial Indicators of Adolescent Sukdde 



Indicators 



L Poor sdf esteem and feeling of 
Inadequacy* 



Evidence/tk^cription 

Topically manifested by 
an etement of [^rsonality 
or depression; a predictor 
of the ability to cope with 
life stress. 



2- Hypersensitivity and surest- 
ibillty 



Often manifirated In the 
form of imitation which 
may be associated with 
suicide contagion. 



3. Perfectionism 



4» Sudden change In social te- 
havior. 



5. Academic deterioration 



Often evident among 
gifted adolescents who 
feel the need to fulfill 
societal expectations. 

Often manifested In 
giving away one's prized 
possessions. 

Exhibits Itself by sudden 
and rapid deterioration 
of i^rformance or attend- 
ance in school 



6. Underachlevement and learn- 
ing disabilities 



Identified by feelings of 
failure, learned helpless- 
ness, negative self atti- 
tudes. Often evidenced by 
attribution of failure to a 
lack of ability rather than 
alack of effort 



Sources: Ddlsle, I9S4; Dohrenwend & IXjhrenwnd. 1^1; Could AShuHer. 1^; 
Husain & Vandlver. 1984; Pcariln & Schooler. 197«; IVck. 1985: mWips Bt 
Caretensen. 1986: Rosenbeift l9{>5:Sanore. i976:Sellgman. 1975: Thomas. 1979. 
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FABOUAL mmCATORS 
OP ADOUSSOQiT SUICIDE 



famlUal lndl€at€»s<tfadcde»2aitsulclcte pertain to son^of 
the origins of sulckial cri^s that emanate from the intem^on of 
the acksleseent aiKl hte/her fomlty. Hie foUowli^ &mlUid Indi- 
cators wiflbeexamlned: (l)dl^t€®nating£Eunilyrelationships.(2) 
economic dlfflciiltles and crther fomily stresses. (3) dilld and 
adcdescent abuse, (4) ambivaloioe between d^^iendenoe on kmOy 
vs. indq9«Ktenoe, (5) running Bwsy, (6) unrealistic pc^isonal or 
parental expectations, and (7) a fieunlly histoiy of suicidal behavior. 



A flnding common to many studies of attempted suicide in 
adolescents is that in a signlflcant number of cases there is a 
histoiy of a disintegrating family or broken home (Beigstrand & 
Otto. 1962;Hawtoa 1986: Jacobs, 1971; Walker. 19801 

HofT (1978) presented the frflowlng vignette that describes 
how a disintegrating family relationship can precipitate a suicide 
attempt: 

Salty. ^ 16. n^te a suidde attempt by swaBowii^ six sleq>li4 
pills, which is a medlcafy ncm seriow attempt Thou^ she 
cxmtemplatedd^tK^ also wanted to live. TtiatiStStwh^qsed 
that the suicide atteaipt would bring about diange In her 
misoabtc family life so tl^t she could avoid the last restffi of 
Bulclffe itself. Bdbre her suicide attempt. SaiBy was having 
txoul^ In schocd. she ran awsy from home <moe« cqserimented 
with drug$, and in general enga^ in behavior that brought 
disapproval fmm Iwr i^rcnts. 

All these behaviors are 5aUy*s way of saying 'Xisten io me." 
"Can ! you see that I m miserable^Jhat I can't rontn>l my 
sdf .,thae I can't go on like this anyinore7* 

S^Uy tiad been uf^et fc^ several years by her parents' constant 
n^tix^ and favoritism among tiie children. Her fiather drank 
heavHyandfrequentfywasaw^yfrcmihome. IMtenSaB/ssc^uxd 
ootmseior hmJ recmnnttmfcd family counseling, ttey refill 
out of shame. Her actli^ out was really a cxy for hc^. (p, 115) 
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Tlshter McKmzy. and Moigan ( 1^1 ) found over half (52%) of 
the idotescents they studied who hoi maite a suk^ att«iq}t 
fdentlDed parental pn^triems as the reason for th^ attempt 
Crumley (1979) studied 4d8ddesoentpatlents who had attempted 
suicide and found a similar i^ttem. with 32% of tlK cdolesomt 
suicide attempters reporting &mily disaml, primailfy through 
divorce. 

In astudjrby Totdan ( 1968), dTapproKlmateiy 900dilldrenaiKi 
addescents «^o were ho^itallzed for suldde threats or attempts, 
an impressive number came from dlsorganl^d homes: fewer than 
one-third resided with both parents. Toolan also found that 
fothers were significantly al^nt from the homes of the suicidal 
youth. 

Hawton. O'Grady. Osbom. and Cole (1982) studied 50 
adolescents, induding 45 girls aged 13 to 18 v^o had taken 
overd(»i^ these researchers found that % the addesooits had 
difficulties with (me or both i^uents. The adde^xnts a^ 
omiplalned about their inability to di£.cu^ their probtens with 
their parents, specialty with their fathera These data are 
consistent with other similar studies (Garflnkle & Gdombek, 
1983; Jacobs. 1971; Rohn. Saries. Kenny. R^okls. & Head. 1977). 

Economic Dfflksolttes and 
Otter gMafliyOUi.wii 

At times of great fomiljr stress (e^ unemployn^t recurring 
illness of a jmrent or sibling, alc»hoUsm. etc.). the relatives of the 
adolescent often will no longer be al^e to function as usual and 
may feel ddl^ted to d ther attempt to maintain their own defenses 
or keep up a false ^spearance that "everything is okay." According 
to Richman ( 19^). once this state of Intderable stress Is achieved, 
the family is no longer helpful to the suicidal adolescent, and the 
teenager is left not only to facx his/her own de^mlr and sdf-hate 
but ateo to face the cumulative de^jalr of others. The accu- 
mulation of economic difOcultles and family stresses can place the 
vulneratde adolescent in a veiy precarious enK}tloi^ state. 

Other family stresses with which many addescmts find diffi- 
cult to cope mdude larental loss and general conflict with i^rents. 
In an examination of parental lc»s as a mediating varl^tde for 
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suickfe.Stanleyaiid Barter! 1970) found thatthechUd'sageatthe 
ttam of loss was the pivotal medlatii^ varlaUe. rather than the 
occurreiK* or nonoccurrence of loss. Hiese researchers itported 
that 16 of the 17 adolescents they studied ndio hiul attempted 
suicide had lost OIK or both parents before age 12. 

Cnx^ and Ra^dn(1975)broadenedtlK notion of parental k)^ 
to indude divorce, desertion, and separation. In addlti<m to death 
of a parent aQ were described as correlates of a suicide attend 

Several stud^ have induded infonnati<m o(»icnnlng the 
importance of parental conflict in adolescent suicide. Schrut 
(1964) found that amUvEdence toward the child by the parents, 
alcohol abuse by parents, marital discord, economic stn^son*. 
hypercritical discipline, and "coldness" differenUated suicide 
attempters from non-attempters. In a study crfTemale teens. Cantor 
( 1976) suggested that this conflict may have led to an inability to 
request parental help. Her finding were similar to those of 
Grollman (1871) and Telcher (1970). who also reported parental 
conflict was a mediating variable In adolescent suicide. 

Chfld and Adolescent Abioe 

For the suicidal adol^csnt sexual abuse, physical harm, or 
emoUonal abuse may become '^the straw that broke the camel's 
back." ShaflLCarrigaaWhlttlnghill, and Derrick (1985) found 
that a parental history of emotional problems, abuslveness, and 
absence were all significant factors for chikiren and adolescents 
who had committed suicide. 

E^land. Cicchetti. and Taraldson (1976) found that among 
famflies in vt^ich chUd or ad(descent abuse occurred, a higher- 
thanaverage degree of frustration was present in Edition to many 
strrasors including marital discord, high unemployment and 
alcohol abuse. With the adolescent in jwtlcular. many incidents of 
physical abuse were outcomes of the parent's reactions to the 
youth's acting out behavior such as flghting. sexual promiscuity, 
or aggression (Herroikohl, Herrenkohl. & Egolt 1983). 

Kosky (1983) reported a histoiy of chtld abuse for 60% of the 
chUdren who had nmde attempts on tlwir lives but for only 4% of 
the nonsulcidal psychiatrically iU chikiren. 
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Roberts and Hawton ( 1980) found an Interesting Unkbetween 
chlW abuse and suldde among pamits rather than adrfescenta 
They found that In 29% of the families with reported child abuse, 
one or both parents had attempted suicide. 

AiMiMyri w i Bc DdMun 

In a comprehensive study of 100 famlUes with suicidal 
members. Rlchman (1971) Identified 14 characteristics or 
patterns common to fiatmllies with suicidal members, and that 
ccdIecUw set of patterns he called "the suicidal fiamlfy system." Of 
the i4pattems,thcfoliowlngflve touch on theconfllct between an 
adolescent's desire for ind^ndence and a tremendous need for 
dependency. 

1. Intolerance for Sqiantion: For a suicidal family, the 
Idea of separation becomes a wry threatening possi 
bility. According to Richman, a reason for this height- 
ened sensitivity to sQiaration may be that a majority of 
suicidal families have experienced more incidents of 
loss or separation than their non-suicidal family 
counteiparts. 

2. ^SjmMrmim witfMint BaifiMll^y. A unlQuc characteristic 
of the suicidal famUy Is the exploitation of the suicidal 
individual by other family members. Because the 
famlty cannot perceive the suicidal Individual as a 
separate entity, the meds of the soiicldal nMird>er are 
not rea^[nlzcd or adcnowte(j^ed. 

3. Fixation i^on Infiuitile PatteriKi. Because growth, 
maturity, and change are often equated with loss and 
sei^unatlon. the suicidal femlly wlH encourage and 
foster a fixation on the earlier stages of the addescent's 
development to prevent the ultimate 1<m8 or sej^uatlon. 

4. Fixation upon Earlier Social Roles. According to 
Rlchman. a characteristic of suicidal famlUes that is 
similar to their fixation upon an earlier Infantile pat- 
tern Is their tendency to identify with and act out 
eariler social roles to preserve the iKCurlty of an eariier 
life period. 

5. Clos^ Famlty System. Because any change will lead to 
disequilbrium and villi affect or threaten the estab- 
lished famUy system, the suicidal fiamlty wlU exhibit a 
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low tolerance for contacts outside the traditional 
femlly. 

Even though several writers have stated that the period of 
adolesceiu;e need not be one of turbulence and great emotional 
stress (Douvan & Adelson. 1958: Josselson. 1980: Mead, 1939). 
most writers of ad<^^cent psychology would agree that because 
adolescents in our society remain "In the nest" longer than is true 
In other societies, this ptY}t>ably makes it all the more ^sential for 
them to estaUish scmie den^ts of a sqsaratlon between their own 
wodd and the wtnld of their parents (Qeltman. 1986). 

Adolescents often have difilculty communicating their 
thoughts and firaUngs with aniKlult Asaiesultadc^scentsmay 
communicate their distress sitently by running away. Peck and 
Utman (1975) have reported that 60% of runaway youth dte 
difficulty in OMnmunlcatlng with parents, and 90% of suicidal 
teens claim that their families do not understand them. 

English (1973) concluded that acioleicents run away from 
home for the following reasons: ( 1 ) getting out of a destructive 
family situation, as in the case of a girl who ran away to avoid sexual 
advances of a family memben (2) running a^n^y with the thought of 
lettering the family situation: and (3) trying to escape from an 
uC^^iarable problem such as pregnancy. 

Homrr (1974) ila^lfliedi r.uuiway glris as '*run from's" who 
vrere running away oecause th jy were unable to resolve their anger 
and confllc. at hoim and "run to's" who were seekli^ something 
outside the home such a*^ sex, drugs, liquor, or rj:^:ape from schocd. 
Home" found a number of th^ adolesKjents who are "nm from's** 
were at tempting to tscape from an Intolerable situation at home. 

Sabt»th (1969) described the runawsQ/ as the "ejq)endable 
child." typically a depressed youngster who becxrni^ so much of a 
disturbance to the femily that the family meml)ers want the chUd 
to leave and Ilteralfy drive the child away. 

Unrealistic I^wmal And 
Parental FiMpgsr.t>ttoi> 

Vlctoroff (1^3) described how some children may be vic- 
timized by the exploitative plans and ambitions of their parents. 
For example: 
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A jxuilor high giri seemed to have tatait as a sUigfr. Her 
awbttkaa mother pressed tow to team She was never 
permitted friends, social InterMrtltm with her peers, physical 
leci^tion. or dates with boys. Her tUne was takm up either with 
school or with voice Instruction. Her mother reacted to the glrTs 
faUurr to win an Important contest by betaOng her with 
accusations that she had foded to prepare heradf adequately, 
cw dudlngwlth: "Igaveupn^UfeftH-yoiLandthtolsthethanks 
Iget* The glri died of injuries suffered when she jiuuped out the 
window of the apartment house wtere she hfl»l lived with hor 
mother, (p. 56) 

To the casual observer, the app^rance may be that adolescent 
suicidal behavior Is closely related to actual or anticipated 
academic failure. In reality, one often ftnds that the real pressure 
did not emanate from the school but rather from the unrealistic or 
extraoidlnarlly high standards that many youth tend to inter- 
nalize in order to meet or satisfy parental demands. 



FamiiyHistoxyftf 
SuteidalBebavtor 

The probability of suicide increases among ^olescents with a 
parent or relaUve who has committed suicide. MuiphyandWetzd 
(1982) studied family histories of 127 patients hospitalized 
following a suicide attempt Among the suldde attempters with a 
diagnosis of primary affective disorder. 1 7% gave a famUy history of 
suicide. 17% a family history of suicide attempt and 4% a family 
histoiy of suicide threat ta a similar study, TlshlenMcKeniy, and 
Morgan (1981) also found that 22% of 108 addescent suicide 
attempters treated at a children's ho^ltal emeigerKy service 
reported that "at least one family member had exhibited suicidal 
behavior" (p. 88). 

Roy (1983) corroborated Tishler. McKeniy. and Morgan's 
findings and found that among psychiatric paUents with a family 
history of suicide, approxlmatdy 50% had attempted stildde at 
least once. Rcy also found that the age of the child at the time of the 
parent's suicide was critical. For example, of the patients who were 
less, than 1 1 years old at the time of their parent's suicide, % of 
these patients attempted suicide. Victoroff( 1983) sug^ted that 
exposure to suicide of a relatiw. friend, or peer increases the 
suicide potential for the survivor. 
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TABLE 3.2 

Familial bidic^tora of Ackdesc^t Sulc^ 



Indicators 



EMdenoe/Desalptlon 



1. Disintegrating 
family relation- 
ships 



2. Economic dif- 
ficulties aiui fam- 
ily stresses 

a Child and ado* 
lescent abuse 



4, Ambivalence of 
(^sendoKyvsLln- 
(^xndenoe 



5. Runniivj aw^ 



& Unrealistic pa- 
rental demaiuis 



Often manifested via fomily discord 
and conflict broken homes, dia- 
ofganised or disenge^ed &mlltlca 
ami parental loss thnn^pi death* 
divorce; or separation. 

Bvictenced by cumulative life stre^ 
in particular unemployment* al- 
Gc^udism, fimdi^ i&ie^ etc. 

Manifested in snual alnise, phy- 
sical harm or emotional abuse 
which often emanates from 
enfs reactions toyouth's acting out 
belmiica-, semi^ promiscuity and 



Evidenced tsy an inability to toterate 
sqmratlon, symbiosis without em- 
pathy, fboitlon on infantlfe pattens 
of past fixation cm earlier social 
roles and ck^cd faiiiUy system. 

Evidenced fay an avoidance of a 
destructive family situation, hoping 
to better the pU^tof the fiamily, or 
tiyingtoescE^froman umsharable 
secret Indices ^running from^ 
and "running to'' behavlOT. 

Manlfiested in the exploitation of 
youth by ambitious parents un- 
realistic or extiaordinaiy e?cpect- 
atlcma 



7. Family history 
suiclcfe. 



Manifested in a suidlde or suicide 
thr»t from a family member or 
s^gntikant other. 



SoiBOQR Crook & Raakia 1975: E^eland* Ckx^ietU, & Taraldson, 1976; itewton. 
1986; Herm^hl^ltenenlashl^&Egc^ 198% Homera97^^^ 
Wetsd 1^ Ptxk & UixoBXU 1975; Ittchmaa 1971: RIchmaa 1986; Tlshler. 
Mdtouy & Moii^ 1981: Roy. 1^; Victoroff. IMa 
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PSTCmATRiCXND 
OPADOLE!SC^«T 




SUICIDE 



The following p^hiatrlc Indicators of adolescent suicide will 
be examined: (1) prior sulcltte attempt: (2) any talk of suldck or 
self-hann: (3) preoccupation with death, induding csssq®, poana. 
orotherwritten work that (q)entyor Imidlclttyconsldersulckie: (4) 
rqieated episodes of serious self-destrucUve Ideatton; (5) dare-devU 
or self-abusive behavlon (6) open ^gns of nKntal Ulnera such as 
dduslons and halludnaUons; (7) an overwhdmlng sense of guUt 
and shame: (8) obsessional sdf^ubt- (9) phxAAc anxiety, and ( 10) 
clinical d^ressioa 

Prior Soiclde MUapt 

One of the most revealing signs of suicidal risk is a prior 
suldde attempt GroUman (1971) reported that 12% of those 
individuals who attepted suldde will tiy again and succeed within 
a period of twoyeara. 

Berman 1 1986) described the adolescent suldde attempter as 
an Individual who Is extremely vulnerable. According to Berman, 
"once de^ialrlng eiMJUgh to.^<^jardlze one's life even without the 
intent to die, the Ukellhod of future and perhaps more lethal 
suicidal behavior increases" (p, 157). 

A prior suicide attempt is perhaps the slnglemost significant 
predictor of suicidal behavior for all groups. 

AnyTalkof Snkdde 
or Setf-Harm 

Another veiy revealing sign of suicidal risk Indudes any talk 
or verbalization of suicide or self-harm. Moldeven (1985) 
suggested that an adolescent suldde might be prevented If a family 
is £ ble to recognize certain clues In the adolescent's com- 
munication. These might Indude repeated talk of drath or suicide 
threats. Examples of such remarks actually made by Individuals 
who later took their own lives were as follows: 

"My family would be better off without me." 

"I'm going to end It all. I can't stand this any more." 

"1 don't want to be a burden." (pp. C-21 and C-22) 
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won*t be around much longer for you to put up 



Tlie rraearch data concerning ^rbalizatlons or talk of self- 
harm cl^uiy questions the myth that adolescents who talk about 
suicide sddom commit suicide. 

InriwHng Emym, Powns, and Other 

O'Roark (1982) suggested that suicidal teens frequently will 
**become preocxrupied with the notion of death in music, art, poetiy 
or Journals they write" (p, 221 Par^hinl ( 1 984) quoted Cantor who 
suggested that if an abrupt redirection of Inter^t to literature that 
deals with dq^ression and self-destruction has occurred, then a 
parent should ask his/her daughter/s<m alx>ut the reasons for the 
change In reading haMts, Ei^ish and art t^hers need to be 
particularly mindful of hints or clues of a preoccupation with death 
in the adolescent's school related assignments. 

Repeated ^ifamdcs irf 
Swtoia 8cif-Pc glAmAlve 

Rlchman C1986) pointed out that '^everything else can be 
present but if the suicidal intent is at^ent then there will be no 
suicide. The explicit suicidal reaction can range from those 
fleeting thoughts that are virtually universal to a carelid plan such 
as the purchase of a gun'' (p. 67). 

In a study of 132 adolescents, Friedrich, Reams, and Jacobs 
(1982) reported that suicidal Ideation was a highly different 
phenomenon than depre^ssion and that the se\nerity of sulddal 
ideation w^ related to family social climate. Although no clear 
evidence is available of an association l^tween suicide ideation 
and suicide attempt, or between suicide ideation and a suicide 
gesture. sulBcient evidence api^ars to su^rat that suicidal 
ideation accompanied by depression does correlate highly with 
suicidal behavior (Goldberg, 1981; Vandlvort, Locke, & Locke, 
19791 
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When considering Ukj Issue of suicide ideaUoa those of us 
who work with adotescents should not be influenced by a false 
sense of security when a teenier denies having any suicidal 
thoughts or ideas. According to F^wcett Scheftner.Claris, Hedeker, 
GlWxMis. and Coiydl 119»7K more than one-half of the paUents 
they studied who died by suicide within six months of assessment 
reported mild or no suicidal idration. 

Ds£4-doffl or 

Add^scents with poor impulse contrcrf are also at risk for 
suicide and maybe re^xmding to apartlculaify stressful situatlrai 
(Husain & Vai^lv«r. 1984). Tlieir re^nsc to the stivssoits) may 
be a mask or camouflage for a potential suicide attempt 
Concerning the daren^vil ph^MHiienon, many ttenagorc are des- 
perately ambi^'alent about taking their life and they initiate a 
dmgerous ojurae of acticm that tlwy may or may not cany to 
completion. That course of action Is very much contingent upon 
their impulse contnd at the moment (Ccdtman, Butcher, & Caisoa 
1984). 

Gonion 11986) described the period of addescence as oik of 
"risk-takings and drew a comparison between high risk activities 
and death fears: 

Descriptions of tlie onotions aqierieacxd In ^tuations of high 
risk arc similar to dcscripUons of sexual foellngs-cxhliaratlon. 
sensathn» (rfctanger. hc^t«ied plqf^c^ scKmaxss, c9R;utsitf 
sensation, sii^ienslon of k^al tlKiu^t lade of anxiety, and 
testing of phystealUmlts. Sexual fedlngs and death fears are 
hidden l'*ordlnaiy^tuaUom. Dangmn^^tirattons stimulate 
both. Hl^ ri^actlvltlesarewaysof testing the bo<iy, white Btin 
remaining doaked In the remnants of bdlef in Immortality. At 
the ^me time, such activities u-my provide an mitk-t for %xual 
temions and fears, tp, 27) 

Open irf Mdit a l 
macM Itodi as Deinsloiis 
or HalhtHnstions 

The res««\ii conccming the association between mental 
lUness and suicide behavior is mixed. Son» researchers have 
dalmed that only a small proportion of suicidal adolescents suffer 
from mental llln^. For example, researchers have studied the 
details of 320 cases of suicide among high school students and 
concluded that only 10% "were already of unsound mind" 
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(Pamchinl. 1984. p. 17). Hawton and associates (19^) found that 
amoi^ adolescent suicide attemptere. a psychiatric disorder was 
rare, aithou^ almost 25% had seen a p^nchlatrist at some time 
They did find that a small group of the adolescents appeared to be 
developing severe depressive symptoms, but these symptoms were 
typically of a transient nature. 

Other researchers, such as Selden ( 19691 have suggested that 
depression and schizophrenia are two mental disorders that are 
frequently associated with suicide {T?ie relationship of clinical 
depression to addescent stjicide is discussed in greater detail in a 
later section of this chapter.) Todan (1962) and Balser and 
Masterson ( 1959) have provided additional support for a positive 
relationship between schizophrenia and suicidal tendend^ In 
adolescents. 

Qyerwhrtmlng Sense <rf 

FSeellngs of guilt or shame usually arise from a behavior that Is 
contrary to one's ethical principles and involves both a sense of 
devaluation and concern growing out of a fear of punishment 
(Coleman. Butcher. & Carson, 1984). For example, the adolescent 
who Is (esirful of facing parents because of an unwanted pr^nancy 
or contemplated abortion may experience an overwhelming sense 
of guilt or shame which could precipitate a serious depressive 
episode or suicide attempt 

Otasessioiial Sdf-doiibt 

Some adolescents may exhibit an overanxious behavior that 
resembles obsessional self-doubL Such adolescents may also 
exhibit perfectlonlstlc ideas and become obsessed over dis- 
appointing others, particularly their parents. Coleman, Butcher, 
and Carson {1984} illustrated such behavior in the following 
vignette: 

Cindy, an overweight eleven year old gfri. was taken to the 
emergency room of a hospital following an "attack" ofdUEzlness. 
falntness, and shortness ofbreath. She believed she was having 
a he^ att^ik because of discomfort she was ejqieilenclrig tn 1 ter 
chesv. Cindy had a long history of health prohlemsand concerns 
and was a frequent visitor to doctors. She had missed, on the 
average, three days of school a week since school had begun four 
months before. Cindy was viewed by her mother as a "veiy good 
giri" but "sickly." Cindy was very good about helping around 
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the house and with hornroyoui^^ca^. StesmiMdveiy 
CGH»:taitfcnL» Bf^ comxmed abmit doli^ 0^ng$ Imt 
ataxAtoh^BiX^cot^aimct. She ahi^ c!mtoi out thb^ 
withhwiiK>ther,soiTCtlim»sewHltliMa ^wasf^rtlculaily 
oHKscnMl ^bcHit safety, and ^^DU^ Tot 
fiequoitfy If tfe« kSUd en is^m tun«d crfTrlgiht 

Cindy would became eirtjeimrly fearful at tien^ cSlm for no 
external reasoji. For example, on one summer day a few 
months before, she become panicked orar the pos^Wlfy 
that a tormido ml^it strike and had Inaisted that her tamliy take 
shdter for sewml hours In tlw b^ment. (p. 560) 

Pl»d>ic Anxiety 

Anxiety disordera are among the most common psychological 
disorders and according to Price aiKl Lynn (1986) have been 
experienced by an esUmated 2 to 4 percent of the ^«nal popu- 
lation. One categoiy of anxiety ( r eorders includes phobic dis- 
orders. Tl^ following vignette is interesting because it not only 
involves an example of a pht^ic anxiety experienced fay an 
adolescent that culmlnatal in a suidde attempt but also iHus- 
tiates how a suicide attempt can become a method of mani- 
pulation. Tooian(1968)su^estedthatthesulcldeattCT^tmaybe 
a w^ ^to manlputete another, to gam love and afiSectlon, or to 
pimish another^ (p*222K Often these fceUngs arc directed toward 
the parenta Td illustrate such manipulation, Toolan provided the 
fdlowlng vignette: 

A 16-ycar^ giiUisd withdrawn from Mdiod because of a 
achocd pl^ia. JSic in^ted upon ter nwrthor's being con- 
tinuaBy in attendance wd acccmii^nying h<ar wl^revcr she 
oishedtoga The motherhadtakoi a leave of absence from her 
Job to be with her daughter. When she aniunmoed that she 
plann^ to return to work, the giri slashed he- wri^ TTw 
attempt produml the desired effect, as the mother then con 
tlr «ed to stay home. (p,222) 

Dq>iesslon has b«n ix)nsldered one erf the most Important 
slr^ prodronml syndronMS for suicide; according to Shneidman 
(1965}« depression occurs to some degree in approximately one 
third of all sulddea 

TIshler and associates (1981) studied 108 adolescents who 
had attempted suicide and found that the m^ority were dq^ressed, 
Depr^ion which is masked as boredom, restlessness, or ddln- 
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quent behavior shoukl be taigeted as a sign of ix»siUe suicidal 
risk (Husain & Vandtver, 1984). 

Hie symptoms of depression in youth wifl vaiy with the 
devdc^unoital tevd ci the »kd»(xnt and the youth's aSiMty to 
t(deratepain.A<xxmUngtoGreuUngandDeaassie(l^),in^riy 
adolracence depuNslon is often n^sked fay acting-out or de- 
linquoit beh»' lor, but the dkier atk^sc^nt is more apt to choose 
drugs, ak^hol and sex as a means of avoiding painful depressive 
fedif^ 

Not all writers describe depiessitm as one of the key predictors 
of suicl(te. particulaify foryouth. For example, according to Gi^rt 
aiid associates (19851 the rdatlonship between depres^on and 
ruiclde rv-malns uikI^. They noted that although dq>r»sed 
fmtients are at risk for suicide, dqsre^ed adcdescents have not yet 
been established necessarily suicidal. 

Erazler ( 1985} differentiated between regular depression and 
dinlcal depres^on. According to Frazier, regular dqiression 
describes a nonnal mood that Indui^ the ui» ami downs, the 
dls^^lntnKints and losses, ami the good and bad days that affect 
all adolescents. Clinical depr^ion. on the other hand. Is a more 
serious depression with persistent signs and symptoms that 
usually last for at least two weeks. 

Clinical d^resslon may manifi^t itself according to a number 
ofdin^nsionsv^ch inducktl^fcdlowing: persistent clmnge in 
mood; s^i^s as adominant mood; d^z^ in deep habits change 
m appetite; change in ^p^uanc^ or grooming; change in activity 
or energy tevd; feeling of emptiness in life; feeUn^ of hopelessness, 
helplessness, and worthtessness; loss of ability to experience 
plrasure from nom^Uy ei^oyable activities proUems in judgment 
or meiTioiy: deficient problem-sohing skills or o^nltive rigidity: 
psychosomatic or psychogenic illness; unexplained impulsive be- 
havior and low level of frustration tolerance; anger, rage, or 
hc^tllity; acting out behaviors; withdrawal from or lack of involve- 
ment with, usual peer group: and loneiinesa 

According to Price and Lynn (1986). In order for a diagnosis of 
a dqiresslve symptom to oa:ur. at least four of the above di- 
mensions must be present 

Hippie and Cimbolic ( 1979) recommended that counsetois be 
alert to the different manifestations of depression and its rela- 
tionship to suicide. They particularly cautioned counsdors to be 
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attentive to the period when the d^Mes^on apprars to sub^de. 
AccofxUi^ to Hii^e and Clmbdic during this levdlqg off period 
the 2dol^5ttit r^eilns the necrasaiy psychic ensrgf to beomie 
acutefy sulcldaL 

TABLE 3.3 

Rgychlatric Indicators <tf Adc^soent Suicide 



Indicators EvldeiH?e/De^ptlon 



1. Prior suicide 
attempt 

Z Verfc^Iization of 
suicide or 
of selMiarm 

3. Preoccupation 
with death 



4. Repeated epi- 
sodes of serious 
self-destructive 
ideation 

5. Dare-devil or 
self-abusive be- 
havior 

6. Open signs of 
mental illness 



7, Overwhelming 
sense of guilt or 
shame 



a Obsessional self- 
doubt 
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Manifested by a prior suicide threat 
or gesture* 



Manif^ted in a preoccupation with 
the tc^ic of d^th in music« art 
poetiy, or Journals, 



The dare-devil phenomenon Is oftra 
exhibited through an Impulsive, 
dangerous course of i^tlon. 

Manlf^ted as delusions or hallu- 
cinations via schizophrenic reac- 
tions. 



Often demonstrated via ot^ssion 
over dlsap{x>inUng parents. 



(^n manifested in talk of death or 
suicide threats 



Manifested by fleeting thoughts of 
suicide or a careful plan* 



Typically exhibited in a fear of 
punishment emanadng from some 
behavior that is ronlraiy to one's 
convlctlona. 



9. PMbic anxiety 



Manifested In an anxiety disorder 
that iiKiludes various types <^ fear 
reqxu^ea 



10. Olnical depres- 
sion 



Usuafiy enddenoed by a number of 
signs including hopelessness, 
change in aiqietlte. preplans in 
Jufl^mmt and maxtoxy, cognitive 
rigidity, psyrhosomatic illness, 
substance abuse, withdrawal, 
kmdiness. etc 



SooiVMt B&itt.D'Afillttl.&^ilidaii. 197B:&cm^&AinkaHter. 1979;Craiioa-& 
gulrli^ 1970: FreOeitds. l&riiQmaibai^. ISSftGroSnaa 1971: Jbote. 1971; 
Lester & Beds, 1975: Peiisteln. 1968: Rlehnran. 1986: Shneidman. IMS: 
SmtifbiKui, I987:TDcdan, 1968:VI^(m^ 1963. 



The situational indicators of adotescent suldde ctmoem n^or 
life events that may be cumulative and that cause certain 
ennrtional and/or physi<^3gical types d'distiess. lliis group o^liie 
chai^ events irazhides a variety of personal, social femUy, and 
occvq^tional life chai^ra that require an adjtmtn^t on the part of 
theadtdescent A number of researchers have studied the effects of 
stressful life events on the individual (Coddington. 1972;Holnies& 
Rahe. 1967; Johnson & McCutcheoa 1980; Sic^ Jbhnsoa & 
Sarason, 1979; Yeaworth. York, Hussey. Ingle, & Goodwin. 1980). 
Hiey have found that life stress or life change evente can have a 
significant Impact on the physical social and p^synchologlcal well 
being oftheadolescent Similaify.antmiberofsuicidcdoglstehave 
identified sltuaticmal crl^ or life change events as important in 
the etlcdogy of suldde. For exampte. Birtchndl ( 1970 found that 
suicide attenqjters Imd esqi^aiced a recent death of a parent more 
often than other psychiatric patients. Other studies have found a 
re^tlonship between suicide attempts and the number of stres^ul 
Ufeevents. Fbrexan4>le.P£Qrlfid.Prusofr.andMyers(1975)lootedat 
life events experienced within the six months prior to a suicide 
attempt and they found that suicide attempters reported four times 
as many stressful life events as did the general population and 1 W 
times as many as were reported by depressed patients prior to the 
onset of thdr depression. 
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Gl^>crtctaL(l^)x^iled that the adotescsents they stiMlled 
who had attempted suldde had experienced a sl^flcant number 
i^n^yor life events t^ressorsj during tl«lr Uvea, and e^edsSty 
during the month i^or to the suicide attempt 

Other studies have examined the relationship between life 
events and suicide ideatton. InaninvestlgaU«tithatlndiKW207 
to^schodsenlorsandSOl coItegestirfents.Wnght(l^) found 
that over 10% of the high school students and o\er6% of the colle^ 
students reported sertotis suicidal thou^ta In both grou^ 
students who considered suldde tended to perceive themsdves as 
havlnga history of femilystrewat the time of the suicide ideation. 

In a study fay Cohmi-Sandler. Berman. and Kli^ (1982). 
sui(dt^ children were found to Imxe c9iQ}erlaioed ^gnlficantiy 
h^herlewelsaf str^diulngthe 12monthsprlortoittiini^ontoa 
ho^ltal than either the deprrased children or children who 
displayed other types of psychotic difficulties. The suicidal 
children were found to have experienced such ever. j» as birth of a 
siUing, i^raration or divorce of i»raits, nrarrlage of a parent 
ho^italization of a i»rent or ji^ychdf^cal trauma such as 
observing the death of a femlfy member or peer. In short the data 
seem to demonstrate a relationship between cumulative life 
change and suicidal tendencies (Johnson, 19^: Paykel. 1974). 



9ovaemt mrtchi^ 1970: Bums & GeiBt 1984: Coddlqgtoa 1972: Cod.ington. 
1979; Cohen-Sandier. Berman & King. 1982; Pniguson. 1981: Ciersten. lat^. 
Elsenbeig. & Orzeck. 1974; Greenberg. Sl^ & Ultch. 1983: Hawton. 1^: 
Johnson & McCutcheon. 1980: Johnson. 1986: PanteU & Goodr a 1983: Paykel. 
PrusofT, & Myers. 1975; Wrif^L 1985; Yeavrorth. Yorii, Hussey. In^e. & Goodwin. 
1980. 
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TABLE 3.4 

Situational Indicators of Addestxnt Suicide 



Indicators 



Evidence/Description 



1. Life events and adolescent 
suicide 



Manifested in the rela- 
tionship between strras- 
ful life events and sui- 
cide attempt, suicide ide- 
ation, and suicidal ten- 
dencles. 
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Hi 



SUmSARX 



Adcdesoents cscpertaioe stress aiKl dqni^ston as fitquentty as 
adulta However, thty tend to hamfle their stress and pain 
differently. Many teenagers perceive th^r emcrtional pain as acute« 
overvdielming, and unending. Although son^ of the% ado- 
lescents exhibit a number of belracvloral imUcators of suicide, 
themi^rityprcibaUywi&iKitatteinptnorconiinitsi^ Qathe 
<^herhandtwemu^ constantly be mindful and sen^tive to wlmt 
m^t be a direct '^ciy for hsip.^ 

A number of verbal and non^rt^ warning signs or dues to 
adol^cent suicide have t^n pre^sented in this chapter, including 
psychosocial, familial, psychiatric and situational indicators, 
Tsddes 1 through 4 summarize some of the more salient a^)ects of 
th<^ behavioral dues. What is particulariy important about each 
of these indicators is that they may serve as a benchmark for 
parents, teachers, and coun%lors who may susj^t that a certain 
adolescent Is at risk for suicide* By having such a comparative 
benchmark of potential suicidal behavior, we are In a better 
position to not only recognize serious prot^ms farfy, but to 
recommend the most effective intervention for our troub^ youth. 
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BiSTORiALABSntACT: This <^tapt&' is one <^ tmpt^ 
taiux to the wu<at<lng sdiool mentcU health, or licensed 
cxjunselor uwrWnsi wUh poteJiOally suicidal adolescent 
The dutpterievleu^ the litemturetekiting to the person 
ality traits that contrU>ute to adolescent sutOde, makes 
recommendations for und&standing thepotontttdlysulcl- 
da( adolescent and discusses pos^ble foevention meas- 
ures. 

Addescoit suldde is not a new protHon. In feet amnc 2,500 
years ago in the Greek city of Miletus, suicide preventive 
measures were being practiced by the govemn^nt due to an 
epidemic of suicide by hanging among young women. Pleas from 
family and friends were useless in halting the outbreak. The city 
ofllclals ordered that the bodies of aU these young women who 
hanged themselvesbecanled to thcirburlaldirectly through themaiket- 
place— a humiliation which finally brought the epidemic under 
control (Freese. 1979). 

While the suicide rate for adolescents seems to vaiy slightly 
across the United Stat^ Kubter-Ross ( 1 ^3) reported that In some 
communities in m^iteh she h^ worked, up to 30% of the teenagers 
have attempted or committed suldde The methods used most by 
adolescents attempting suicide are, from most to teast common: 
drug overdose, wrist 'aceration, hanging, and jumping from 
heights or motor vehicles (Garflnkel, Froese. & Hood. 1982). 
Berman and Carroll { 1984) suggested that the "modal" adolescent 
attempt isan ingestion of pills, mostly analgesics, with the ma*ortty 
of these attempts in the home. 

A great benefit would be achieved if r^archers coukl identify 
a personality profile of the suiddal uic^scent Ayoungster who fit 
the description could then be cat^orized "at risk," and appnv- 
prtate preventive measures takm Several attempts have ber:n 
made at ^}ecifylng the **typical" suiddal adolescent's personality. 
Fbr example. Petzd and Riddle (1982) conduded that suiddal 
adolracents are sl^. sdf-consdous, Imdined to overr^ct wony, 
and imiulge in self-pity. These adt^esoents are also Immature in 
understanding, attitudes, judgement lacking in self-omfldence. 
and react emotionally rather than InteOectuaUy. They have inade- 
quate recreational outlets, are indecisive about the future;, and 
have trouble controlling their impulslvlty. On the other hand. 
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Crumley (1979) reported that the "typical" young suicide 
attempter ts aglrii^ isdqncssed, inqiulslvca^ l^a histmy of 
drug abu^ She also hasa tendency to react scvwdy to loss and has 

poorty contrdted raf 

CHivlou^, IK) consensus hassiet beoi reachnl as to tiw tme 
"tyidcal" peisonallty piuflle of tl» suicidal addesoent However, 
researchers have generally agreed on several charMrterisUcs which 
seem to be common to many suicidal adolescKits. Dqjresslve 
peisonallty, low sdf-estecm/sdf-conoept hopekssness and hdp- 
lessness loner" personality, dependency. Impulalvlty, low frustra- 
tion tolerance, aggresslvc/acting out personality, a^nltlve rigidity, 
obsessive/compulsive personality, and borderline personality are 
some of the more common characteristics discussed. 

Unfortunately, the rate of suicide for adolescents is steadily 
Increasing, white that of other age groups has remained stable. A 
way of prediction must be found and prevention methods utilized If 
this serious probtem is to be dealt with successfully. 

The preservation of life is an Important value in our society, 
particularly the lives of our jroung pec^^ "n^efore, of primary 
ln^>ortance is to find a way to c»ntnd and/or reduce this problem. 

This chapter's three-fold purposes are ( 1 ) to review the liter- 
ature and determlTO possible personality traits that contribute to 
adolescent suicide. (2) to make reoMnmendations for under- 
standing EKlolescoit suicide probability. (3) and to discuss avail- 
alrie preventive measures. Of the personality fectors associated 
with suicide attonpts, depression Is the one mc^t commonly 
discussed. 

RESEARCH ON nra^CHIALnr TRAITS 
AND WHO IS AT RISK 

PeiMmaUty Tniti 

P etu ' CMl tc PenMrnalitj. Most researchers agree that depres- 
sion is slgnificantty rdated to suicidal behavior in some manner. 
For example. Grueling and DeBlassie ( 1 980) reported that depres- 
sive syiiq>toms are found in 40% of adducent suicide attempters. 
but this could be much higher because truamy. disobedience. 

o 
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Increased risk-taking, and other forms trf aiding out can be 
beh^oral syn^jtoms of depression, and thus go unrecognized as 
such. Todan (1975) stated that "-the vast m^rity of youngst«B 
who threaten suicide or attenq>t suicide are dcpxcssed to a 
significant ^gree-" (p. 341 ). De^naakm ma^hc tl» result of akss 
<^ sonK type, but often the dQ>resakm Is dtaractendo^cal in 
nature. acoonUng to Flndi and FKsnanski (1971 ). 

Lending siqiport to these assertions is a study by Pfeff^. 
Piutdslk. Mizruchi. omd Ujrfdns (1986). Hwec groups of children 
were asMSsed to ictenUfy factors associatHi with «iid^bdiavior. 
One hundred and one chlWren were administered spcdaBy devised 
resKuch instnm^t^ vhtcAi inchided a plectrum oS suicidal 
behavior aca^ a ^)ectrum <^ araaultive bel^rvlor scale, a precipi- 
tating events scate. gei»ra] i^sydu^thdkjgy (recmt aiul past) 
scales.afo olfy l^:3^ground scale, a child's cono^t of death scate. 
an ^0 functioning scale, and an ego defense scale. In aH three 
gnnqis (i^diiatric ii^tioi^ out|»tients. and non]»itiaits), 
recent and past d^ression were significantly associated with 
suicidal behavior. 



A highly significant correktion was fouiul betweoi dq>ression 
and suicide ideatlcm as a pre^nting symptom 'Ji a study of 900 
adolescent inpatients from 1974 to 1982 (Rosenstock. 1985). In an 
eailier study of dq^ressive personality types, rraults appeared to 
indicate that studente vtho agreed with suicidal bdiavicMS were 
more d^nessed than thc^ who ^reed less often with suicidal 
behaviors (StUllon. McDowell. & Shamblln. 1984). 



authoritira dilute the existerKx of dqirrasion as a 
tmtrf butlng factor in actolesoent mikdde. Hie arra of di^ntion 
lies m the manner and extent depression Is involved. According to 
McCoy (1982). vlrtuaQy all adotesoents who attempt suicide are 
slgnificanttyd^ressed. But LaDameand Jeanneret (1^2) consid- 
ered dqiressive illness to be orify one of a trio of n^or predictive 
factors in suicide prevention. They felt that adolescents who had 
symptonus of depressive illness, alienation, and/or anxiety ^ould 
be cor.sidered "at risk." In feet Kovacs. Beck, ar.d Weissman ( 1975) 
found depression second only to hopcfessness in efiiectlvefy pre- 
dicting suicide. 
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One analyi^ of tte fjamlly histories of suicidal sKkdescents 
appears to link a &imUy histoiy of dqjicsslvr Illness to suicidal 
behavior In youngsters (FHednma Com. Huri. FtbeL SchuUds. & 
Swlrsky. 1984). On the other hand. Ifendln (1975) described the 
depression of a suicidal adotescent as "a form of protective 
deadne^** which isactualfya w^of ct^lng with life (p. 3341 This 
thcoiy becomes more plausible when we coMider that many 
adolescents make suicide attempts after a depression has appar- 
ently llfted. 

Dqir^ion was al«> a nm}or theme In the stoiy d'X^vlenne 
Loomls. agtil who tO(^ herllfeat thea^ of fourteeiL Iter poetiy and 
IMq}ers tdd <tf her intense d^r^ion aiul ladt of se]f-«steem (Mack 
& Hickler. 1981). 

Low Sdf-BiteMii/Sdf-Coiioe^ Vlvlaine's feeling of worth- 
lessness is typical of suicidal adolescents. Several researchers have 
discussed this e^>ect of adc^scent suK^de. Ctften ti^ actlng^t 
behaviors of many suicidal adolescents are the youngster's defense 
against his/her uxKioi^rlng feelings oi worthtessness (Sheras, 

1 983) . "Poor self-image** was reported fay Ealgel (1966) to be useful 
in assessing the possibility of sulddal behavior. B^ed on their 
own dlnlcal experience with suicidal clients. Cull and GIU (1982) 
induded "native self-evaluation" as one of the four subscales on 
their Suicide Probability Scale. Low sdf-^teem, according to Stein 
and C^vis (1982), should be addre^ed as a characteristic which 
would predispose a i»rtlcular adolescait to suicidal behavior. 

Some studies have attempted to estatdlsh concretely a rela- 
tionship betwran self-concept and suicide pnd)abiUty. One study 
using measures of sdf-r^rt indicated that students who agreed 
with suicidal betmviors tended to tmvc lower self-esteem than 
those who agre«l less often with suicidal behavior (Stilllon et al., 

1984) . 

A distorted self-roncept with its accompanying low self- 
esteem, indudes unreaUstlc sdf-ejqjectatlons. wbidn can increase 
distress in the adolescent as these expectations are not validated 
(Glaser. 1978). According to Freese ( 1979). a loss of self-esteem Is 
often the precipitating factor in teenage suicide. On the other 
hand. Toolan (1975. 1981), considered low self-esteem to be an 
important symptom of depressioa He was of the opinion that 
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dqncssion Is the xns^ prccdpltatliig l^tor in adfde^xnt ^(^de. 
and therefore. low sdf-esteem is strongHy n^ted to suicide 

B^ lc— ngw/B Bl p to s M C W. Other Influential personality 
characteristics a|^>ear to be hopelessness and heiplessne^ 
HopelessiMSS is r^Tted by Oibadi ( 1984) as most characteristic 
<^ sulcida! children; Peck ( 1 983) am^dered hop^sraess to be one 
of several m^r contributing factors for suicidal Individuals. When 
stwfying the famliles of suicidal adolesoents. FYledman et aL ( 1 984) 
noted the extreme degree of ht^x^essness the children were 
e^qxrlendng. especially those lirtiosr parents were chronically 
depressed. In fact the Suldde FttAabillty Scale (Cull & GiU 1982) 
Included a "hopdessness" subscalc; apparency the authors felt 
this characteristic to be a significant factor in suicidal ideation. 
However, this subscale also contains items more relevant to 
depression, loneliness, and helplessness. 

Kovacs et aL (1975) conducted that suicide, for whatever 
purpose, is best predicted by the extent of hopdessness the 
individual is e9q)eriencing. In feet this study indicated that 
hopete^niss is a much b^ter predictDr of suidtte than is (tepres- 
slon. When hospitalized fmlddal adotcscents woe oonqiared with 
hospltaiized nonsuicklal ad^scoits and nonhospltalized ceding 
adolescents a significantly greater degree of hopdessness was 
rewraled in the suicidal group than in the other two groups. The 
suicidal adolescents also experienced a slgniflcantiy greater feeling 
of a lack of control over their environments. These children also 
expressed despalrasajustfflcation for suicide moreoften than did 
either of the uther two groups {TojxjI & ReznikofT. 1982). 



A stage theoiy introduced by Jaa>bs (1971) recc^^niz» five 
progressive stages for understanding the events leading to adoles- 
cent suicidal behavior. Hie fourth of these five stages is a loss of 
hope, which is in turn used by the adde«3ent as a Justification of 
the suiddal act (the fifth stage). Tabachnick (1981) noted that 
whether one is studying adotescence or one is studying suicide. 
h(q)dessness and hdpl^sness are important issu^ 

Feelings of helplessness m^ be a greater factor in suiddes 
than any other fedings. Cull and Gill ( 1 982) stated that the lack of a 
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sense of contrd over one's physical and psychdi^cal wdQ-bdng 
can multinamiteldeattei^ Inhissti^on&taUsttcatdti^es 
and youth suicide. Pcc^ (1983) noted that suicidal behawlor often 
occurs when the individual is experiencing fedlngs of help- 
lessness, along with londiness and isolation. Some adctescentB do 
not have «tequatcccyfngsk1Ha.acxx>rding to Rgeset 1979). ^^lich 
makes them fed hdplesK after a seilts of events Involving fedings of 
heii^essr^ss. they begin to expaicnoe hopeles^iess. Hc^xfesmesa. 
Freese bdleved. Is an Important preciidt£Ktlng fector in adotesoent 
suldde. One Interesting study on suicidal adtdescents Indicated 
that these youngsters displayed constricted proWem-srivlng 
abilities when ctnu^nred to psychiatric nonsulddal and normal 
adolescents (Levenson & Neurlnger, 1971). 

In a discussion of ^fted students, Ddlsle ( 1 986) indicated that 
one of the four nu^r issues of ^fled ad^^escent suldde attemptoB 
is the frustration that r»ults irom undostandlng adult situations 
ard world events, but beli^lnqjotenttoeflfect change. This isatype 
of hdplessness peculiar to the ^fted child, but no less Influential in 
suldde probability. 

Underlying all the other feelings Involved, Schneidman i 1987) 
stated that what exists is "a sense of poweilessness and impotence, 
and the feeling that no one can he^ with this paia and that there 
is nothing to do except commit suldde" (p. 57). 

*%u&Bf* Fenoaali^. Is loneliness a pre-existing personaUty 
set in some children which makes them more pror^ to suiddal 
behavior? Or is loneliiKSS something that these youngsters create 
for themsdves out of their dqiresslon and sdf-lmposed Isolation? 
Authorities are divided on this issue. 

The developmental period of adolescence Is a time when many 
suicidal dements become ma^iifled. Londiness is an example of 
one of these. A child who is predlspxjsed to be a loner wlD find this 
characteristics much more exaggerated during adolescence. As 
acute londiiKss seems to be rdated to suiddal bel«vi(»: in general 
and as adolesoenoe exacerbates the problem, a predispo^tlon for 
suicidal behavior is more present at this time (Hafen, 1972). This 
view is shared by Tabachnlck (1^1). who also pointed out that 
loneliness is an issue in the study ofboth adtdescence and suldde. 
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Peck U981 ) claimed to have Identlfled a high-risk personality 
type called the loner. These young people have no dose relation- 
ships and an liml^tyto communicate. They are ustiatty mate, have 
feelings of sexual inadequacy, and are under high parental 
prrasure for suooe^ 

men 299 suidt^ patients were an^yzed by Kiev (1977). 
several different profile-types emerged. One of these. Type V. was 
the social isolate. He noted that these individuals attempted 
suicide at a distance from others and did not nmke any effort to be 
rescued. 

In addition, ^n and Davis (1982) iK>ted that suicidal 
idotescoits gemraOy appear to have an "ovnwlKlmiii^ seme of 
tsolatbm ai^ akmezKss" (p. 353). Pedc (1983) also dbseived that 
suicidal behavior is often precipitated by eiq>enences of isdation 
and toneliness. Sommer ( 1984) proposed that addesooit suicidal 
bdiavlors are associated not only with disturbed fiamlty relation- 
ships, hut with isolation and alienation as wdL Alienation also was 
sin^eu out by Laltemc and Jeanneret { 1982) as one of the major 
predictive factors in suicide prevention, along with depressive 
illness and anxiety. 

Dqyeodeocy. Another possible fector frequently mentioned In 
suicide research is the dependent personality. When Kiev (1977) 
analyzed 299 suicidal patients, he found that one of the seven 
profiles that emeigedoontairodthepassive-aggressivc and passlve- 

dcpeiuient pereoi^ty disordos. 

In a studSy ofyouthfid female suicide attempters. Cantor ( 1976) 
found that these Individuals appeared to have hi^ succorant need 
(l.e.. requiring tliat others assist them when they are troubled) 
coupled with an inability to reach significant others. Perhaps the 
dependent personality uses the suicide attempt as a means 
meeting both of the% needs: the significant others win pnd^ably 
r^pond. and in doing so will provide for these succorant needa 

Unfortunately, dependency seems to be fostered by some types 
of therapy (Schwartz, 1979). Itie nurturance and aooq>tance often 
given in crisis coimsellng is reinforcing to the depezulent poson- 
ality. and teaches them that attempting suicide is indeed a method 
of coercing assistance and coping with others. Prolonged 



Ch 4 Personality Varl^les ^ 
- 1 1 1 



hoqiltallaatlonseeiiBtDbee^jedalllyitei^en^ 
ages dqioideiKy. according to Sdiwartz. To this type of person- 
all^, suk^de becomes more Inevitidjk as suicidal bchavtora are 
conslstmtiy "retnforoed.** 

i m iuifa iw it y - The sln^ laigest group of suicidal teaiageis is 
that of the impulsive character dlsonier (GreuUng & D^Zasaie. 
1980). This perscmality type has fireqi^tl^ been d isn wwed in 
stodlcsonsuiddete^^iaii^ncsty&f^stul. 1985:F^eese. 1979: 
Kiev. 1977). Those youi^^erswiio think things throigh seem to be 
less llkdy to commit suldcte tlran those with in^ulstve personality 
traits and characteristics, according to Shau^nessy and Nystul 
(1985). F^eese (1979) ateo iM>ted that young pec^ with suicidal 
tendencies habitually react to stress without thinking things 
through. Most suickle attempts are notpremeditated. according to 
Kiev (1977). but are impulsive reactions associated with paycho- 
Ic^cal distress and other factors. 

The theoiy that suicide is fumlamentally an impulsive act is 
the basis for the practice of crisis intervention with suidd^ 
iiMlividuala Crisis Intervention thei^ists genoaDy agree that a 
cri^ interval Is relativriy stwrt and that if an individual can be 
kept alive throu^ this period, the desire far oessatiim of pain 
(through suicide) will pass. Impulsive persons, however, do not 
stop to reflect that the crisis vrill pass, and so make a suicide 
attempt (Rosenkratz. 1978). 

Various studies have supported this idea. When Toolan ( 1975) 
analyzed 102 suicidal adolescents who were ho^itallzed in 1960. 
Immaturity and inq)u1sivlty were markedly evident Lmding addi- 
tional support is a study on young female suicide attempters by 
Cantor ( 1976). When sht compared suicide attenqjters with those 
who frequentty considered suicide aral those who rarrfy thought 
about it. the attempters appeared to be more Impulsive than the 
nonsulcidal subjects. 

Some Interesting findings emerged when researchers com- 
pleted a longitudinal study using data from the Tem^ Genetic 
Studies of Genius. The Temmn Studtes oovoed sixty years and 
amassed an enormous amount of data about tte gifted individuals 
it foDowed from childhood through their adult lives. Tomlinson- 
Keaaey. Warren, and Elliott (1986) compared the files of three 
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groui»ofwomenfn»n this study: agrcMq>vidiocoininltted suicide, 
a group who died of natural causes, and a group who were still 
living In 1964. Among other things, tiiey found that tte suicide 
group had previously received higher ratings on impulsivlty. 

Impulslvityalso may be exag^rated during adolescence along 
with other suicidal elements, such as loneliness and hypersen- 
sitivity (Hafcn. 1972). Children who are already predisposed to 
Impulsivity may exhibit an extreme Intensification of that facet of 

their personalily when they reach their tem years. Perhaps that is 
why for the Impulsive personaUty, the adolescent period appears to 
be the most conducive to suicidal behavior. 

What Is not clear is Just where Impulslvity fits Into the puzzle of 
clrciunstances surrounding a suicide attempt Does the individual 
make the attempt because of a sln^c imp ulslve decision? Or does a 
life-long pattern of impulsive decision making lead to the depres- 
sion and hc^jelessness which constrict the individual's coping 
abilities? Kiev (1977) stated that the individual with a llfdong 
history of Impulsive behavior is particularly at risk forsuldde. But 
not all researchers believe impulslvlt- Is Involved in suicidal 
behavior; In fact Jacobs (1971) l^potheslzed that suicidal beha- 
vior Is not Impulsive, but is simply the final stage of a long, drawn- 
out sequence of events leading up to Its ultimate conclusion. 

Low Frustration Toleruice. Perhaps adolescents who enga^ 
in suicidal behavior have a very low tolerance for frustration. Low 
frustration tolerance appears to be one factor that can precipitate 
an Impulsive act of suicide (Kiev. 1977). Cantor's (1976) study on 
youthful female suicide attempters indicated that an inability to 
tolerate frustraUon appeared to characterize the females who 
attempted suicide. 

Acting Oot/Amrsssivs. Acting out behaviors, such as delin- 
quency, disobedience, and truancy, and aggressive behaviors, such 
as fighting, are frequently present In adolescents who attempt 
suicide. Opinion Is divided as to the role of these characterlsUcs. 
Are thq^ manifestations of other factors, such as depression, or are 
they sejxarate indicators of suicide potential? 

According to Marohn, Locke. Rosenthal and Curtiss (1982), 
suicide, homicide, and accidental death are three components of 
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violent death and appear to be related. The case histories of five 
behavlorally disordered and delinquent adolescents suggest that 
youngsters with these characteristics may be at particular ri^ for 
one of the three fonns dfvicdent death. 

Acting out b^vtors were significantly corrdated with a 
presenting problem of attempted suicide In a study of nln« 
hundredyoungsters at Houston IntematlTOJal Mortal Addesoent 
center. The attemptrais had a hlstoiy of pnd^ems with school and 
uncooperative bdiavlor. as wdl as somatic conqilalnts and loss 
appeUte(Rosenstock. 1985). Klev(1977; refierred totheddlnquent 
with low frustration tcderance as at h^ rt^ for suldcte, elding 
that white the risk Is h^er In youth it decreases with age. 

Aggression appeared to be greater In sulddal Individuals In a 
study by Gdler and Atkins ( 1978). Rorschach InkUots were used to 
compare suicidal Inpatients and nonsulddal controls. In a report 
on youthful femate sulcltte atteropters, Cantor (1976) miggested 
that these Individuals may use the suicide attempt as an aggres- 
sive act intended to provoke guUt and sg^mpathy in their parents. 

Other authorities (e.g.. Todan. 1975; Pfcfler. Plutchlk. & 
Mlzruchl. 1983) fed that these behaviors are irordy manUiest- 
ations of other prol^ms. Delinquency and other acting-out bdia- 
vlors m^ actually be masks for dqaression, according to Toolan 
( 1975). partlculariy in eaiiy addescence. A study by Pfeffer et al. 
(1983) of 102 children Indicated that while many suicidal children 
di^day intense depression, others show less dq>r^on but much 
more intense aggression. Perh^ this aggressive behavior is 
mer^ their method of e}q>r^ing depression. 

Cognitive Rigidity. While some question exists as to whether 
acting out and aggr^slon are primary or sea>ndaiy factors in the 
potentially suicidal individual, the rigidity of the cognitive 
processes seems to play a direct role in this personality. 
Schneidman ( 1 987) advised us to be alert for constricted, either-or 
type thinking wten screening for suicidal potential as well as 
prev/cus ^isod^ of disturbance and the person's waiy of coping 
With psycholc^cal pain. 

A study by Neuringer ( 1964) supports this idea. When suicidal 
individuals were compared to p^hosomatic and to normal 
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sul^cts using two dUTerent proldem-sdvli^ tests In onnblnatifm, 
the suicidal group was found to be more cognltlvely rigid than the 
other two groupa 

Suicidal, chronically HI and normal children were conqjared by 
Orbach (1984). who found that the suicidal chUdren were 
cognlttvdy more rigid than were the other groups. This is consis- 
tent with the fhidings which emerged when suicidal and nonsul- 
ddal psychiatric patients were compared on measures of rigidity, 
field dependence, and impulslvlty. Among these measures, only 
cognitive nudity discriminated the suicidal group bom the nonsul- 
cidal one (Patsiokas. Clum. & Luscombe. 1979). Perhaps this 
cognitive rigidity, which ccmstrlcts one's problem-solving ability, is 
actually the precursor of the helplessness described eaiiler. 

Bofderilne Pertonality. Other authorities (eg.. Snyder, Pitts. 
& Pokomy, 1986) have suggested that borderline personality is a 
posslt^ predi^wsli^ trait for suicicfe. Data were collected from 
AJBOO consecutive admissions to a Veteran's Ho^ital from 1972- 
1974. A psychiatric rating scale was administered to aU of those 
admitted in an effort to find a w;^ to predict suicide in a psychiatric 
p(Unilation. Hiose individuals with borderline subscale scorra in 
the moderate to severe ran^ appeared to have a greater hlstoiy of 
suicide attempts. 

In summary, of the eleven personality traits discussed that 
seon most prevaloit in the research on sulddal adcJ^cents, 
depression, impulslvlty. low self-concept/self-esteem. and 
hci>dessn2ss/hdptessness have received the most attentloa 

Several groui^ have been identified as having exGq)tionaU>' 
high risk for suicide. These Include substance abusers. coUc^ 
students, and th<»e who have made previous attempta 

Snhstanre AbttMn. Substance abiisers are frequently consi- 
dered to be a particulaiiy high-risk group. Drug abuse has 
complicated adolescence, according to Miller (1981), and made 
young people more vulnerable to suicidal behavior. On the other 
hand, the same factors which lead a person to excessive use of 
alcohol and drugs also may lead a person to commit suicide 
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(Greuling & DeBlassle. 1980). Impulslvlty is a trait that many 
substance abusers have In common with those who attempt 
suldde. With teen ateohoUsm on the rise, a rdaUon^ip m^ exist 
between this and the rising adolescent suicide ratea 

Alcoholism tends to Increase depr»slon. which may be 
another reason why alcoholics are more suicidal than others 
(F^reese. 1979). However, drugs and alcohol may be a way addcs- 
cents attempt to ovoid feeing their depicssh^ fedlngs (Todan. 
1975). When the substances are no k»iger oiough. the addesoent 
could make a suicide attempt A study by McHeniy, Tishler, and 
Kdley (1983) indicated that adolesoent drug use and abuse is 
dosely related to suicidal belmviors. 

College Stiuteats. Another high-risk group may be those 
young people attending college. Price and Lynn (1981) indicated 
that cdl^ stuftents are twice as likely to commit suicide as their 
same-age counterparts. 

A suggestion has been that college students exhibiting 
suicidal behavior m£^ be afraid of having an inctependent exis- 
tence, and graduating from college has the power to ftee them from 
their "emotionaDy dead* relatlonshli» with their parents (Hendin« 
1975), Suicide tnay be a way or reserving this dilemma 

Frevious Atteayteim . One of the most important of the high- 
risk groups incluctes those who have made previous attempts. Of 
those who complete suicide, two-thirds have made previous 
attempts. An individual who has attempted suicide appears to be 
64 times more likely to complete suicide than the general popu- 
laUon (Freese, 1979). 

An unsua:^ful attempt can be a)nsldered a **ciy for help." 
which, if it is not heard, can lead to more lethal attempts. If these 
individuals do not receive help, they may increase the lethality of 
their attempts to the point of death (Flaiberow & Schneldman. 
1965). 

Thus, substance abusers, college students, and previous 
attempters all ^pear to be at special risk for suicidal behavior. 
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Do gifted adt^scents have more problems with self-concept 
and social adjustment than their noi^lfted countnparts? Or do 
gifted yoimgsters have less trouble with self-<»ncept and social 
image? If theae children have low self-concept, are they then more 
Ukefy to dlq^ suteidal bdiavioi? Siq>portliig the fiist vlc^^ 
(1986) indicated that the social and onotional needs of gifted 
^d^eents often are not b^ng resulting in a lask sdf- 
confld«ice and self-esteem. On the other hand. Ludwlg and 
Cullinan (1984) indicated that gifted elementaiy students show 
fewer behavior problems than their nonglfted classmates. 
However, in a review of the literature. Deli^ (1986) reported that 
^ited young peopte are especially susseptlUe to making suicide 
attempts. 

In light of the previous research, the following study by Nichols 
and Flasko( 1^6) was conducted with two puipraes in mind: (l)to 
evaluate sdf-concq>t as oiw posslUe fiu:tor in adolesoent suicide, 
and (2) to determine whetl^ gifted ^idescents have lower self- 
conoqits (and therefore higher suicide probability) than their 
nonglfted counterparts. 



Sobfects. A total of 44 students, aged 12 throi^ 17 years, 
were included In this study: twenty-five nonglfted students. 
obtain«i £rom a prc^ram for disadvantaged high M;hool stuctents 
at a regional u 'verslty in Aricansas and from classes at a public 
elementaiyschod in rural Arkar itas( 13 white, 12 blade; 14 female. 
11 mates): and nineteen musicuDy gUted stu(tents. who were 
obtained from a similar program for gifted and talented students 
(19 white; 1 1 males, 8 females) at this same university. 

losliumeuts. The instrument s^cted to measure suicide 
probability was the Suicide Pmbabtlity Scale (SPS) by CuU and 
GIU (1982). This speared to be a reliable instrument with a test- 
retest ^^.92; its scores, which range from 0 to 99 on the Subclinical 
(low probability) scale used in this study, indicate tevel of probable 
suicidal behavior. That la the higher the score, the more probable 





101 



an individual will attempt suicide. Cross-validation studies indi- 
cated that the SPS correctly Identlfl^ normal, psychiatric 
inpatient and suicide att«npter ^ups with an 84% to 88% 
accuracy rate. 

The Tennessee S^-ConcefA Scale (TSC) by Fltts ( 1964), an 
li^trument with a reported reliability ooefflclent of .92 for the Total 
I^Uve score was sdected for me^tuement of a^-camxpt The 
range of scores on the TSC is from 150 to 450: the higher score 
Indicating a more positive sdf-concept Cro^vaUdatlon studies 
also Indicated that the TSC discriminated wdl between a hospital 
group, a community mental health center group, and a VA 
psychiatric group. 

Piocednre. A randomly selected group of high school students 
entering the regional university's special prt^ram were admin- 
istered the TennesseeSeif-Concepf Scale. Within two weeks these 
students were administered the Suicide PrtAxzbUUy Scale, The 
same procedure was u^ for those sixth grade students who were 
randomly selected at the beginning of the school teiro. The 
following summer, the entire class of 19 students enrolled In a 
university program for mtisicany gifted high schocd students were 
administered the TSC and SPS on one day during the first week of 
the program, 

Resnlts 

For the gifted and talented group, the results Indicated a 
significant native correlation between sdf-a>iM«pt and suicide 
probabUity (r=-.74, p< .05). That is. the higher the reported self- 
concept, the lower the suicide probability. Scores on the TSC 
ranged from 253 to 398 with a mean and standard deviation of 33 1 
and 41. respectively. For the SPS, the scores ranged from 1 to 28 
with a mean of 7 and a standard deviation of 9. 

For the nongifted group, the results also indicated a signi- 
ficant negative correlation between self-<»ncept and suicide proba- 
bility {r=-.56. p< .05). On the TSC the scorre ranged from 250 to 
398 with a mean and standard deviation of 322 and 43. respec- 
tively. For the SPS. the scores ranged from 1 to 14 with a mean of 6 
and a standard deviation of 4. These results can be seen in Table 
4.1. 
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TABLE 4.1 



Pearson Correlations for the 'Tennessee Sdf-Concq>t 
and Suicide Probability Scalra for Both Grouj^ 



Sample 


N 


r 


Non^ed 


25 


-.56* 


Gifted 


19 


-.74* 



Note. • p<.05 



To determine whether the TSC and SPS scores were different 
between the groups, t-tes.5 were OTmputed. The means, standard 
deviations, and t-test results can be seen in Tables 42 and 43. 



TABLE 4.2 

Means and Standard Deviations for the Tennessee 
Self-Concept and Suicide Probabllily Scales for both Groups 









TSC 




SPS 


Sample 


N 


M 


&d. 


M 


s.d. 


Nonglfted 


25 


322 


43 


6 


4 


Gifted 


19 


331 


41 


7 


9 
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T-test for the Tennessee Self-Concept and 
Suicide Pn^sablllty Scales for Both Groups 




Source 


t 




TSC 


-.71 


.01 


SPS 


-.47 


.02 



Note. p>.05 



Hie results indicated no s^ilflcant dllTereno^ between the 
groups on the TSC (t=-.71, p >m) and the SPS (t=-.47. p >.05). 
However, there was a significant F=10.3 (p <X>5) Indlcatlx^ that 
tl^re wasadlfTerenUal variability in the responses to the SPS. That 
Is. the gifted studoits aj^i&ared to be n«>re consli^^nt in their 
responses than were the nonglfted students. 

Hie present study does not support the notion that gifted 
students have lower self-concept and. therefore, higher suicide 
probability than nonglfted students. In facU because no sl^ilficant 
differences were identified In the average scores of the two groups, 
this study also lei^ no support to the idea that the gifted have less 
problems relat«l to self-concept than their nonglfted peers, and are 
therefore at lower risk for suicide. It must be pointed out however, 
that the gifted group ointalned only Caucasian students ^Oe the 
nonglf^ group was more heterogeneous as to race. One might 
have expect«l this factor to have made a greater dlflaience in the 
two groups. 

Interestli^, though, personality traits such as "ego strength" 
appear to characterize creative people within a qaedfic intellectual 
discipline (Gardner. 1983). However, there were no differences in 
ego strength/self-concept between the musically talented group 
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and the nongifted^up in this study. According toGardmrf 1983) 
*'muslc Is a ^lamte intdtoctual craqjetenoe" (p. 1^). which, cme 
may assume, is dl£S^a3t firem an acactemlc Intdtectu^ omipe- 
tencc Perhaps dlfiferences would have been In sdf-concept and 
suicide prcbalMllty betwcra the ^fted and nongifted gitnq[» if the 
gUted group Included academically (eg., mathematical^) talented 
students. 

Howtever. the results of this study do support the idea that 
adf^scents who have lower ixif-com^qpts have a hl^^ suicide 
pnAiablUty. As has been suited prevlm^. several autlu»1t^ 
(F)algeL 1966; Cun& Gin. 1982; Stein &I^vls. 1982; StlOHm et aU 
1984) iiKllcated their beU^ that suteidal add^sents have a low 
sdf-concept Astudy fay StUUonetaL (1984)yldded similar results 
when sdf-r^rt measures indicated that stuctents who agree with 
suicidal behavior had lower self-esteem than those who agreed less 
often. 

niPLICATEONS 

Although this study may be limited by the fact that it utilized a 
saaSl sample suti^ects. the remits of this study can still 
th<^ who work with 3^ui^ peoi^ in (tetominii^ which indi- 
viduals are tac&t likdy to attempt sulddc. For example, adolescents 
with low sdf-conc^t may be more likely to attempt suicide than 
those who have a hi^er sdf-<»ncq3t Hicse studoits who aj^iear 
to have a lower self-concq>t could be amsideml "at risk." and the 
Suicide F>nhci2>(Ith/Scatecoidd then be administered to than. The 
schools that routinely administer self-concqit scal^ a>uld screen 
for thc^ students with low scores and then give them the Suicide 
PtxOxamity Scale, 

At present the best prevention of suicide is puUic awareness 
of the determinants and wamii^ signs of pc^itte suicidal Intent 

Teachers are in an advantageous position to spot a suicidal 
3noung8ter. Often parents do not notice behavioral chan^ or are 
reluctant to admit that anting is wrong other than "growing 
pains." When students' gradra b^n to fall and they begin to 
withdraw from frionds and activities, the teacher ^lould take a 
closer hxik at those students and peihaps offer them an (^por- 
tunity to talk. 
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All school cx»unsdors need to be aware erf the warning signs of 
suicide and crisis Intervention techniques. Often the counselor Is 
the person parents or teachers turn to when they notice 
"something wnmg" with the ^ud«it Oiw might be wise, however, 
to move cautiCHjsty with the atceaaivtfy dependent personality, 
since some evidence (Schwartz. 19^) is present that some crisis 
intervmtion tto:aples tend to rdnforoe suicidal behavior in these 
personality types. 

By knowing what characteristics are most typical of suicide 
attempters (or those who think about suicide), we can Investigate 
and take preventive measures with those adolescents who displ^ 
these characteristics, thereby extending some hope of reducing the 
rate of adolescent suicide. 
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explain how the thinking and mctivattonal patterns of 
suiddal ado ie scenis one different in quaUtufrom those 
the non-suUddal adolescent The reader wiU find the 
dtscu^Ums qT cognitive distortions and motivational 

/cu^urs particularly he^td Mntx tfie^ discussions help 
direct and Jociis obsenxMon and assessment during 
counseling and/or therapy. Sug^stions and guidelines 

Jorasst^ingcuMmtxntcUents In thepwc^st^conecOng 
crgnitlve distortions and inaeasing motivation are also 
provided. 

R^earch has shown that the thought F»ttems and moti- 
vations of suicidal adolescents distinguish them from their non~ 
suicidal peers along a number of defln^l^ dlmcnsKn^. While 
adcriescents who attempt suldde are often sub^ to high levels of 
life stress, equally wdl established now is that in addition to 
external pra^iema, the suid^ adotescent's thoughts are dlfiferent 
in quality and quantity from those of the normally functioning or 
non-suicidal adolescent The cognitive and motivational charac- 
t«»rl8Ucs of these young people are not only corrdated with the 
sultide attempt but are in mai^ cases cai^Sy rejated. In coming 
to uiulerstand the phenomenon of adctescent suicide, an ^uaUy 
1 laportant aspect is to attend not only to external stressors but also 
to the «}olescent's internal state of mind 

While knowledge of cc^nitive and motivational foctors is 
helpful to mental health professionals in understanding the 
suicidal adolescent they also have been shown to be excellent and 
even essential, taiigets for the treatment and prevenUon of suicidal 
and i^rasuictdal behavior. Cc^nitive and motivational per^^ec- 
tivfs ovlde an e}axllent framewoi^ then, for devdoping inter- 
vention, treatment and prevention strat^es. 

REVIEW OF RELATED LITERATURE 

An assumption of the present chapter is that motivational and 
cognitive stat^ have a greet d«il to do with how one fee'i and 
behavea The decision to take one's own life will be dlscu^ed from 
two points of view which lniUallym^appeartobeincompatlWe.A 
(X)gnmv€ viewpoint assumes that suicidal individuals develop a 
particular cognitive framework which makes suicide, an 
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unthlnkal^ cation for most peogie^ iqqi^ to be a viable sdutlon 
to the pains encountered In llvlnjg. From this perspective, suicidal 
behavior is seen as a o^nitiveiy distort»i means deaUng with 
difficult ^tuationa A nuMvaOimml viewpoint on the other hand, 
assume that all oiwtlona, including those that tead an individual 
to attenqit suidde. are adaptive and des^i^ ultlimte^ to r^uteite 
one's energy and percq)tlons and to fisu^tate social interaction. 
While the o^nitive viewpoint sera suk:ide as residting frcHn 
maladaptive o^nitions. the motivational viewpoint sees suidde, 
like aU behavior, as ultimately £ul£^tive. 

That human thoughts and feeUngs are subjective allows for 
the reconclliaUon of these two different w;^ of understanding 
suicidal behavior. Eveiy individual develops a unique peiqxctive 
on the woiid based on an individual evaluation of eiqperienGe. A 
personal reality is crated which is an individually under- 
standing of how the worid worka Because of this personal 
per^>ective, people are c£g;^ble of having inaccurate thoughts and 
of initiating a maladaptive execution of the ad^tive iunctioa 
Inaccuracy can occur either in options (eg, "I bdleve that this 
escape Into death will make me happier") or in motivation (e^., 
'The only path toward survival is to get out of this Intolerable 
situation by dying"). Suicidal t}ehavlors. then, are txdteved to be 
based on distortions ef either thought or motivation or both, and 
are not consMered to be a normal function of adolescence, or 
indeed of any other age. 

Depression is ihe most common psychological feature associ- 
ated with adoles^nt suicide. The estimate Is that between 45% and 
75% of those who commit or attempt suicide show previous signs 
of depression (Aveiy & Wlnokur. 1978). While depre^lon and 
suicide are certainly not Identical, the thought processes of 
suicidal individuals have a grrat deal in common with those of 
depr^eed individuals. 

Several current theories of depression stre^ the role of 
cognitive factors In thedex'dopment of depre^lon. Two theories In 
particular. Beck's Cognitive Distortion Theory and Lazarus's 
Cognitive Appraisal Theory, explain the integral relationship 
between an individual's thought processes and his/her feelings. 
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Beck% CogiittiveDfartoilioallieoiy. The Cc^lUve Distortion 
Theoiy of depression (Beck. 1974. 1983) provides a framework for 
understanding suicidal ideation. Bedc proposes that depressed 
and suicidal individuals devetop a n^ntal framework for eval- 
uating events that he calls the "i^gative cognitive triad." The triad 
consists of a negative view of the self, tl^ wodtL and tbejutuw. 
Regarding the self, suicidal individuate believe that they are not 
adequate to cope with life's problems. They find justification for 
believing that they are defective in comparison to otters and 
unal^e to appropriately set and attain goals for themselves- 
R^arding others, they view obstades and diflflculties as Insur 
mountabie and they tend to view den^ds made on them as being 
overwhelming And regarding the future, they bdiew that no 
possible ix>sitlve end can come to their current proWems and pain 
and that a continuing cyde of failure is Inevitable. 

This native belid* system becomes pervasive. c»lorii^ the 
person's thoughts and leading to a negativdy-biased overreacUon 
tolifeeventsiSakk}fske& Janzea 1987). The ne^tive distortion of 
reality is then ai^ied as a way of imderstancUng whatevorh^pens 
In the individual's environment, r^ardless of the positive or 
ne^tive valence of the original situation. 

What results Is a state of withdrawal and lack of Initiative, 
since the Individual believes that all aspects of life are destined to 
result in undesirable consequence In his recent writii^s, Beck 
( 1 983) stated that these distorted psychok>gical processes occur in 
conjunction with parallel biochemical processes, resulting in a 
state of "learned helplessness" such as that described by Seligiiian 
(1975). The reformulated model of learned helplessness 
(Abramson, Seligman. & Teasdate. 1978) holds that a sense of lack 
of control Is increased when the liidlvidual believes that negative 
events are due to personal characteristics (internal as opposed to 
external events), temporally stable events, and gtobal situations. 
When the Individual believes that good events can be ejqjiained by 
external unstable, and specific causes, perh^ depression results 
(Sdlgman. Abramson. Semmel. & VonBaeyer. 1979), although 
further research Is needed In this area. The central variable Is the 
degree of control which the Individual believes that he/she Is able 
to exert In the situation. 

Lararua* Cognitive AppfaisalTtieoiy. According to Cc^tive 
Appraisal Theoiy (Lazarus, 1975). people define their emotional 
states only after they have some salient thoughts about the matter 
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at hand. Rather than focusing on the antecedent emotions to 
d^ression, as Beds do<». L^anis (Lazanis. Kanno-. & F\Dlk]xian. 
1980) stated that «aiM)tlon Is detennined by the individual's 
anticipation of the outcome of his/her actions. Lazarus also sees 
emodons as having a signaling function, alotlng the oiganism to 

the need for the alleviation of stress and the development of coping 
activities. From this point of view, d^resslon and suicidal ideation 
can be seen as having a potcntlaJly positive function, that of 
alerting the Individual to the seriousness of the sltuaUon and to 
the need for action to afieviate stress. 

For both Bedc and Lazarua depressive and suicidal feelings 
arc said to be the result of how one thinks about onesdf and the 
surrounding social and physical worid. Cognitive processes are 
seen by both theorists as an Integral compoiwnt of the develop- 
ment of afl emotional states, including depression, which ccmi- 
monly precede suicidal behavior. 

Mottvattoaal llieoiy 

A motivational theoiy of emotion has been prop(^ed by Izard 
and his colleagues (Izard, 1977; Izard & Schwartz, 1986). Depres- 
sion and the underiying moUvaUon for suicide is viewed as 
essentiaDy adiQitlve. provldii^ s^^nab to oxwself and to others 
about what is needed for survival As stated previously, in the case 
of suicide these motivations can be distorted so that sun^val of the 
individual Is actually jeopardized rather than facilitated. Never- 
theless, the drive toward suldde, as qipc^ed to the act Itsdf, Is seen 
from a motivational perspective as being a drive toward the 
preservation of life. 

mthin Izard's frameworii. suicidal IdeaUon is seen as pro- 
viding feedback both to onescff and to others. To oneself, the 
message is that a need exists for remedy of the current situation. 
Thoughts and behaviore are activated which can lead to the 
ranoval of stress, the restoraUon of peace, the recollection of prior 
ways of Cluing, and other life-preserving functions. Social with- 
drawal, which frequently accon^Mmies dqsression and precedes 
suicide, can be seen as an adaptive removal of native ^imuli and 
a ii^ans of distancing oi^selffrcMn intolerable pain and stre^ If 
the adolescent believes that he/she is In an Intolerable and 
unchan^able environmental situation, the motivation to with- 
draw can be understood as an attempt at self-preservation, even 
though suicide Is an ©rtreme, permanent and ultimately distorted 
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form of this iunctltm. Suicidal behavior also can be seen to have a 
social and communicative function of signaling to c^ers the depth 
of the adfdescent's distress and need for reUdl In this sense, 
suicidal behavior signals to those who care about the adolescent 
the desperate and Immediate need for caretaklng and for social 
bonding. 

Suicide, then, can be seen as a distorted form of adaptatioa an 
expression of the adolescent's motivation to live by communicating 
to oneself the need to withdraw from pain and to conserve enci^y. 
and by signaling to others a pressing, even dci^rate, need for help. 
Cases of depression In a flve-year-dd boy (Glancotti & Vlnct 1986) 
and a six-year-old boy (O'Connor, 1986) have recently been 
described In Just these terms, with an emphasis on the adaptive 
function of the depression which serves to protect the child from 
further pain. In this way. suicide is seen as a tendency toward life 
and not toward death, a way of mobilizing individual and collective 
energy to reduce overwhelming pain and in fact save the life of the 
individual 

Suicidal ideation and behavior are not normal f«uts of adoles- 
cence but result from distorted cc^ltions that lead the adolescent 
to a depressive, helpless, and hopeless world view. Novfdc (1984) 
has emphasized that adolescent suicide attempts are the final act 
in a disturbance dominated by depression and feelings of abnor- 
mality. The mentality of suicidal and non-sulcldal adolescents 
differ, then, along a number of definable dimensions, both 
cognitive and motivational 

Cognitive Content and Processes of Sidcidal Adolescents. 

Researchers who have traced the cognitive history of adolescent 
suicide attempters have usually discovered a pattern of negative 
cognitions which applies to all, or nearly all aspects of the 
adolescent's life. Little that the adolescent perceives or thinks 
escapes this bleak mentality that casts a dark and pessimistic 
shadow over eveiythlng. 

This native overview in turn leads to a series of native 
distortions which color how the suicidal adolescent behaves, 
whether this involves learning in school interacting with peers 
and family, or making simple dally decisions. Low sdf-esteem and 
self-defeating thoughts are common, creating a dominant 
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fiBntework for dealing with the woikl that is gloomy and pessi- 
mistic Hie positive potential inheroit in various situations is 
ignoml, while the negative potential becomes ma^ilfled to the 
point that it is aB-encompassing. Single difficult ^tuations. for 
example fKirformlng poorly in a class or the breakup of a 
re]atl<mship. may be magnified to color the adc^eent's entire 
sdf-image with vlsloi^ of failure and pessimism. 

Cognitive Dtstcntions, While most adcdescent devdc^ ways of 
thinking based on the surroiwdlng reality, suicidal addescents 
distort their perceptions and thoughts to coincide with this 
negative mentality. While dose scrutiny reveals that such a 
native mentality cannot be entirely substantiated by reality, 
these Individuals dten are unaUe to reoc^itize the distortions 
without hdp from someone more objective. Hiese distortions can 
be categorized along a number of dimensions. 

One important dimension Is the all-or-nothing thinking in 
which the suicidal adolescent engages. Situations are seen as 
polarized, and options are thought to be either black or white. The 
underiying distortion behind this kind of thinking Isa dlfHculty in 
perceiving subtlety and (^implication in a situation. 

Another prominent characteristic of suicidal thought Is 
overgenemlizatlon, which lead the adolescent to take a single 
event and mentally magnify it so that it seems to apply to many 
other situations. An adolescent who is teased by a classmate might 
teU hlmself/hersdf that eveiyone in the school dislikes him/her, 
thus distorting a sln^e event as evldemie for a much more general 
pattern. An example of overgenerallzaUon would be changing the 
statement: 'Tm not a good iMsketball player" into the statement: 
"I'm a complete failure." 

Suicidal adolescents also are seen to select a sin^ n^ative 
detail m their life and to perseverate In their thinking about it Over 
time, this single event can dominate their thoughts to the 
exclusion of other more healthy thoughts, a process which is often 
referred to as a mental Jitter. For example, adolescents often 
perseverate about situations Involving peer relationships, since 
these are especially crucial during the adolescent years. 
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Ti^also have a tendenQr to €Usqualify thepostUve, n^ectlng 
positive experiences and Insisting that they are unimportant TTiis 
can be seen In the sei^ve pen:q>tion and attention the 
adolescent for native details, or more overtly In statements which 
Indlrate that aiSl the positive events in the world ouuiot make up for 
one native event 

Catastmphizlng Is anotho- ct^tlve characteristic of the 
suicidal adrfescent Through this viay of thinking, adolescents 
exaggerate the lnqx>rtance or consequences of negative eventa 
Examf^ of this kind <tfthinklngare unbodied in the statements: 
**IfMaiy leaves. lH never be haj^ agiain" and "If 1 don't make the 
cast of the play, TU never be aWe to hold my head up aj^n." 

Distortions are ateo evident in the way an ad<rfescent labds. or 
rather mislabels, the meaning of events. Inst^ of saying "l made a 
mistake." the suicidal adolracent is likely to conclude that "I am a 
loser.^Thlslabelingproce&screat^a nK>re negative meaning than 
the original situation warrants and can facilitate other negative 
thoughts which go well beyond the stimulus event 

Suicidal adolescents often see themselves as the cause of 
negative events, such as the divorce of their imrents. when in fact 
true rEsponslblllty lies beyond their own control This Is known as 
personalization, and is somewimt more common In younger 
adol^cents but can be found in individuals of all ages. 

Finally, cc^nlttue rigidity is often present so that suicidal 
adolescents become set In a way of viewing themselves and the 
world and obstinately retain this view despite contradictoiy 
evidence. Such cognitive rigidity often incorporates elements of all 
or many of the distortions Just described and can lead to an 
obstinate retention of cc^nitions which are Inamirate, inflexible, 
or simply in^ipropriate for the situation at hand. 

While a grain of truth Is in each of these distortions (eg., a 
sin^e negative event may indeed be only one in a series of ne^tlve 
events which the individual has experienced), what makes them 
distortions Is their application to situations In which th^ are 
inappropriate throu^ selective attention, mlsattrlbutlon. and 
similar alteraUons In the percepUon of reality. In fact the veiy 
"grain of truth" allows one to maintain a dIstorUon; otherwise, the 
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fiEdse or distorted a^ect of it would beoonw a{q»rent immediately 
and be easy to dislodge. In woridi^ with the cq^tive dlstoTtions of 
suicidal adol^cents. one must be ready to recognize both the truth 
of the iiuiividual's situaUon (e^., this is in 1^ one in a series of 
pnAdems) and also the degree to which the person's thinking Is 
nc^tivdy altered. 

SeifD^eaUng Cyde. These cognitive distortions can lead to a 
sclf-pcrpetuatlng cyde of self-defeating thoughts and reduced 
motivation to perfcmn well (a 'Slot's the use?" attituctel on the 
assumpUon that efibrt cannot fead to an improvement in one's 
situation. And the reducoi dfort leads in turn topoorpraibrmaiKse. 
reinforcing the addraoent's view that ^ort is not rewarded and 
that he/she is incompetent and worthless. This can be schema- 
tically represented as foUov^- 

native cc^itlons— ^ poor expectations of sucxras 

reduced effort— > reduced performance 

reduced siJf-esteem— 5> native cognitions... 

Increas«i ^xial sdf-is(^tion often f<dk>ws, SK^mipanied by a 
sense that others cannot umterstand tl^ d^th of one's fedings. 
Unfortunately, this isolation most often leads to an accelerated 
cyde of sdf-defeat and i^gative thoughts, since Isolated ad<des- 
cents reduce their own chances of di^vertng that others both 
understand and care about the i^n that they are Ceding. The 
pattern, then, is of a self-deft^ting cjnde. Over a pertod of time, 
native causes and native effects sua;eed each other altema- 
Uvely. One cause provokes an effect and that eff^K^t becomes the 
cause of another effect, fi^rpetaatlng a C3rde of gloom and 
self-defeat 

InvohmtaiyVenrasVolmitaiyThoi^itProc^MSCB. Depressed 
adolescents will normally experience a drop In school performance 
and will withdraw from ^tivities which they previously found 
enjoyable. White tht temptation is to press the addescent to 
improve school performance, the evidence is that rwiuction in 
motivation and performance is not entirely deliberate. As the 
adotescent's depression continues and/or increases, he/she will 
tose the ability to concentrate and will be unable to complete tasks 
which require sustained effort (Ka^ow, Rehm, & Slegd, 1984; 
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Raskin. FVledmaa & OlMasclo. 1982)« Pserceptual flexibility and 
abstract thinking also have been shown to be negatively affected by 
deprraslon (I^iskin« FYiedman* & DiMasdo, 1£N32). as ha\^ perfor- 
mance on cc^itlve tasks requiring peix^tual oi^^mization and 
mental alertness (Kaslow, Rehm« & Siegel 1^41 Levenson and 
^feuringer ( 197 U have pointed out that suicidal addescents have a 
generally diminished problems olving c^>^ty for a wide variety of 
tasks. 

Slow performance is also a rammon characteristic of dq^res- 
slon (Kaslow, Tanenl»um, ^ramaoa Petereon* & Sdigman. 
19831 although at this time the leascm is unctear to whether 
this is due to lower expectations for peifomiame, higho- criteria 
for success, preference for puni^m^t over rewaid (Kaskiw. Rehm. 
&Sl^eL 1^4), ordecreasedtimeper9{^tiveandg(^ orientation 
(Corder. Shorr, & Corder* 1974). 

Clearly, based on these findings, deprc^ion can have a 
devastating effect on the adolescents academic peiformance. What 
is more, apparently some contributing factors, such as an inability 
to concentrate and redu(^ protdem-sdvlng skiUa are not &q>eri' 
enced by the adolescent as being voluntaiy. Yet d^pite the 
preseiK^e of involuntaiy thou^t pnxsesses, those who work with 
suicidal miotescents would do well to remember that cc^nitlons are 
effective as the focus of both short-term intervention and long- 
term turatment Even involuntaiy a^^ects of one*s thinking, such 
as slowed performance and difficulties in (X>neentration, can be 
altered through i^tematlc and patient work on the adolracents 
thought processes. 

Motivmtlcmal Fteton cdf 
the Strtciiial Adglf ff T n t 

A bewildering array of external stressors have been linked to 
adolescent suicide, including rising divorce rates, single parent 
households, population growth, reduced family supiK)rt, and the 
pressure on teenagers to sureeed in the face of national economic 
difricultles (Children, Youth, and Families, 1984). However, profes 
sionals who work with younger people also come in contact with 
adolescents who may be experiencing a number of sl^ifllcant 
stressors but a^e not turning to suicide as a means of coping either 
with environmental problems or with developmental changes. 
Suicide is not a rational act in i esponse to an impossible situation 
but is an irrational act reJlectlng a state of mind which Is. at least 
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teai|X}iBrlIy. Unbalanced. One must kx^ beyond external factors 
sudi as stiesslul life events In coming to understand svil(^dal 
tehavla'. and focus on what motivates the young person to 
contemplate this extreme act 

Motivation can be (teflned as action which Is directed toward 
achieving a goal and which consists of both drives and reinforcing 
consequeiKm As such, motivation serv^ to activate both internal 
resources and external communicative functions with the antici- 
pated outcome of reaching one's goals. A motivation toward suicide 
can be understood within this frameworis^ as fialflUlng three 
primary functions: first an avoidamx function which protecte tte 
individual finom i^n: seoMid, a ctmtrol function fay which the 
addescent attempte to r^aln contnd crf'hln^elf/hersdf and of the 
environment' and third, a communicative function which signals 
to others a need for help and for reduced environmental pressure. 



Hw Avof&nce Fu^fon. As stated previously, suicidal adoles- 
cents often experlaice a series of highly stressful situations: 
parental divorce, sdiod failure, sexual maturati<m and physical 
changes, as well as new relationship rol^ to name onfy a few. Even 
when these stresses are not extrenw or unusual by any objective 
criteria, the sulclctel adolescent may esqjerience them as being 
overwhelming. Whether the stress is t*»Jectivdy verifiable or only 
subjectlvrfy perceived, however, the adolescent will be motivated to 
avoid negative situations that are perceived to be either too 
psychological^ painfiii or simply unchangeable by any personal 
effort 

m support of this notion, Hawton, Cede, O'Grady. and Osbom 
(1982) conducted a study of 50 adc^scents who had attempted 
suicide. Specifically, they looked at the reasons given by these 
young people after the attempt For 42% of the group, the attempt 
was designed to "get relief from a terrible state of mind," and 42% 
also said that they wished to "^ape forav^lle from an Impo^ible 
situation." These reasons reflect the function of avoidance, the 
need to ^ca;^ a situation which Is perrelved to be Intolerable but 
from which there ai^ears to be no other relief 

Hie Control Function. Suicidal adolescents are also moti- 
vated to gain control of themselves and to gain some degree of 
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controi i^ envlFonmental events. This contnd is linked to the 
perceived loss of contingent reinforcement and a sense of 
hopd^Kiess. 

Perceived Loss of Contingent Reinfortxment Contingent 
reinforcen^t means that positive feedb^^k from the environment 
Is perceived to dqiend on (be contingent upon) one's own actiona 
The sense of an environment which Is r^ponsive to one's actions 
begins at a very early age and Is central to the devdopment of a 
sense of sdf-effloiQr. Individuals vaiy considerably in the degree to 
which they feel a i^ed for obntnd ani in thdr thre^ihcdd for 
tderaUng being out of contrc^ What is more, the life situations of 
Individuals vary considerably In the d^ree to which contnd of 
reinforcement is dually pt^lUe. Inespectlve <^ the envlron- 
HKntal sltuatioa however, eaxii individual can be considered to 
have a subjective range of aor^table contingency, a range of 
perceived control which may vaiy around an c^tlmal level for that 
Individual. Variations of perceived control which Ue at or above the 
person's essential control level 1^ to a sense of masteiy: variations 
which faU below the ^sential level l^ve the person fedlng helpless 
and hc^ess, imaUe to adequately Influence the results of his/her 
actions. 

Helpl^sne^ versus Hoixl^sn^s. Hie perception that one 
has some ci^ree of control over the reinforcing consequences of 
one's action is an important factor in the devdopment of (iepres- 
sion. an effect which has been shown to hold both for adults 
(Abramson, Sellgmaa & Teasdale. 1978) and for adolescents 
(Rholes. Blackwell Jordan. & Walters. 1980). What is more, the 
sense of control is tietter understood not in objective terms but in 
subjective terms. A distinction between helplessness and hopeless- 
ness is useful in understanding this difference between perceived 
and actual control 

Studio of attribution have made a distinction between kxnis 
of causality, which can be either internal or external, and ckgree of 
controllability of the situation tWelner. 1979). For oample. if an 
adolescent of above awrage intelligence is falling a das^ he/she 
m^ determine that the cause of failure is both Internal H caused 
this myself by skipping class and not doing my homewoiic" and 
controllable ("If I start stucfylng, I can get better grades"). An 
adolescent of below average intelligence who has struggled 
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through elementaxy school to bardy keq) up may discover that 
high schod work is beyond hla/her sd^ty to perform. Hiis 
addescent decide that the cause of fidluie is extenml (*^e 
work Is too hard for me") and uncontroUaWe ("I can't do wdl even 
whailtiy"). 

Hie distlnctl(m between causality and control is a useful oite 
when attempting to undeistand the c^nitive or attrlbutlonal stjie 
of the sulckial ^ic^sc^t Attribution refers to the individual's 
belief In whether locus of control is dve to his/her own effort or due 
to external factois. A sense of external causality can lead to asense 
of hc^>elessnes8,a feeUngthat thesltuaUon win remain as it is.and 
that nohopeof renredy ispt^We. Asenseof faK*ofcontnri,on the 
other hand, can lead to a sense of helplessness, a feding that one 
cannot have an impact on the situation. While helplessness does 
not rule out the p(^bility of smne eventual change in the 
situation, hopelei»ness can produce a sense of des{mir. a belief that 
no hope for relief is possible in the future. This sense of hc^Jeless- 
ness is more likely to result in suicidal ideation and behavior than 
the sense of heli^essness. 

Reseaxeh has supported this distinction In that a rdationship 
exists between high dq>re^ion S(X)res, tow im^ome. and external 
locus of control (Lefkowitz, Tesiny. & Gordon. 1980; MuDlns. Siegel, 
& Hodges. 1985). These findings support the theoretical position 
that an inability toelTect change in the environment can lead to an 
Increased sense of hopel^n^s. culminating in depressive or 
suicidal behavior. At the same time. Income was found to account 
for only a small amount of the variance in depression, so that other 
factors, Including attributional style, also must contribute to the 
sense of hopel^ness. 

The f>Mititw»fc ^*fegj Fnnctitm. In addition to the motivation 
to avoid pain, the suicidal addescent Is also motivat«l to commun- 
icate to others the need for hdp and for reduced strras. In the study 
by Hawton and associates CHawtoa et al, 1982), many adolescents 
regarded their suicide attempts as a communicative act a way of 
commanding attenUon. In this study. 42% said that they wished to 
"make people understand how de^rate you were feeling;'' 32% 
agreed that they wanted to "make people sony for the way tlrey have 
treated you, frighten or get back at someone;" 26% attempted 
suicide to "try to influence some particular person to get them to 
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chan^ their mind;*' and 1^ said that they wanted to "^sedsh^ 
from somecMic,''!^ demand for responsiver^sfirrmio 
effort to regain continent reinfoicenKnt whldi was ^ther in 
fact or in the {^itxptlon <rf the adolescent is as though the 
adcdescent were saying: "You haven't been listening to me* but 1*11 
force you to listen now." 

Research cteita have shown that {mrents and teachers often do 
not iK>tioe the signs of depres^n and suiddai ideatlcm In their 
addescents (Rutten Graham, Chadwlds, & Yule. 1976X If slgni- 
ficant figures in the addescent's life are not pereeivlng their 
de^mirlng emotional state* they are also likely to be unie^nslve 
to it. Numerous pc^l^ reasons for this lade €^peroq)tion can be 
hypothesis, but the central point is that the adult*s unawaraness 
may lead to a lack of contingencyr in ^dUch the adc^cents miseiy 
recelvira no rraponse from significant figures in the adcdescenfs 
Ufe* 

( 1982} has found that the fiarents of suicidal chiMren 
and adolescents are often unable to ^^£pt the young person's 
fedin^ miseiy, depr^ion« or irustratloa probably due to their 
own difficulty in cx^lng with these painful fedings. hi the face of 
emotional expression finom their strrased or unhappy aifadescent 
the% parents may either Ignore or deny the pressure and strength 
of these feding^ or they may re^nd with overt hc^tillty. This lack 
of acceptance may in turn lead to a %nse of refection and 
worthl^ness, further contributing to the sense of depression and 
hc^essness and to social sdf-isolatioa 

Suicidal attempts also may be an indirect attempt to communi- 
cate with others with whom the £ulolescent Is ar^^. In a compar- 
ison of 40 suicidal and 40 nonsuiddal psychiatric patients* Kincd 
( 1981 ) found that in contrast to nonsuicidal i^ychiatric patients, 
suicide attempters experleni^ a higher intensity of aggression 
whidi they directed at themsdves. Klnod ronduded that inhibited 
aggre^ion, or aggression which yfss not appropriately directed 
toward others, was an important characteristic of suiddai indi- 
viduals SlmUariy, Pfefier (1984) stated that suicide attempts are 
often an effort to inflict i^n on those v/ho are seen to be the caus^ 
of pain for the adolescent From this perspective, suidde <^ be 
seen as an attempt to rommunlcate anger, but from an assumption 
that a direct expression of anger is unacceptable. 
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APPUCATIONS 



Since the thou^t processes and motivations of the adt^somt 
have been shown to have significant bearing on the development of 
depression, a trMttment that focusra on cc^niUons and moti- 
vations can be highly effective whether used alone as the central 
focus of treatment or in «>nJunct!on with another treatment 
strategy. Behavioral phy«!«^()^cal, and traditional then^peutic 
strat^es all have been successfully combined with ct^nitive and 
motivational interventions. 

In practice, the simultaneous application of several 
approaches can contribute significantly to the success of any one 
element of the tr^tment plan. In working on the adotewtnt's vidy 
of thinking, non-cognitive aK>roaches can have a positive effect 
upon cognitive-motivational processes. Similarly, cognitive strate- 
gies can lead to improvenKnts in phy^oiogic^ symptoms and 
conduct problems. For example, a behavioiTal intervenUon might 
Indude gr^ed ta^ alignments through which the ackdescent 
engagesln an increasing variety and number of success-producing 
situations. Success achieved in these behavioral assignments can 
in turn lead to a decrease in negative cc^ltions and an increase in 
self-esteem. In the same way, technique which teml to a daaea)»t; 
in suicidal idraitlon relate to a corresiM}ndlng inoiease in appro- 
priate cognlUve functioning. Hie importance of three a^>ects 
cannot be overenq>hasized: the taltorlng of the th?rapy to needs of 
the particular adotescent the situation in which the adolescent 
operates, and the specific strengths of the ther^ist Once these 
areas have been taten into ronsideration, a variety of techniques 
can be combined to produce maximum improvement in the 
adolescent's situation. 

ResMffdi on Ck^piitive 
and Motivattoiial Tbezapy 

A number of studies have demonstrated the effectiveness of 
cognitive and motivational interventions in the treatment of 
depre^ion. Th^ two approaches therefore can ofler concrete hdp 
to proferaionals in tmderstanding and treating suicidal ideation 
and actions among adolescents. 

Cognitive Tbexapy. Cognitive therai^ Is designed to teach ^he 
adolescent to recc^lze and challenge negative attitudes and 
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belief. A number of studies have shown that cognitive tl^rapy 
with adults Is equalfy or more effective in the treatment of 
dqnesslon in comparison to oth^ intervention strategies. A stu^ 
by Rush and assoda^ (Rush. Beck. Kovacs, & HoUon, 1977) 
shelved that ccignltlve theraijjr was more eflRectlve than tricyclic 
antic^ressant therapy with adult psychiatric patienta and that 
this effecU vraiess persisted even after a year from the be^nning of 
treatn^t For outpatient ti^tn^t both McLean and Hakstian 
(1979) and Kaddjum and (xdleagues {Blackburn, Bishop, Glen. 
WhaOey. & Christie. 1 98 1 ) found cognitive therapy to be superior to 
other forms of treatment 

Various o^ltive techniques also have been studied in pre- 
test/post-test deigns. Attribution retraining has been shown to be 
effective for both ^ults (Miller & Norman. 1979) and children 
(Dweck, 1975:Dweck&Repucci. 1973}. Problem-solving strategies 
(Klein & Sellgman. 1976), redeclslon tl^rapy (Campos. 1986), and 
rehearsal of the relationship between thoughts and feelings 
(Mosak. 1985) are ^leciflc cc^nitive techniques which have been 
shown to be effective in woiidng with depr^sed individuala 

Hotivatioiua Then^. Motivational strategies have been 
found to be effective in hewing Individuals achieve a sense of 
control. Sin(% the function of suicidal ideation Is primarily that of 
signaling to the adolescent and to others the need for rdief from 
stress and pain, two motivational strat^es in particular can help 
to move the adol^c^nt beyond the sense of immobility and sdf- 
isolation and into a more active involvement with others: social 
^dlls training and ^tlvity increase programs. 

F^r or inappropriate social skills are common associated 
features of depression in young people (Helsel & Matson, 1984). 
The goal of social skills training is primarily to help the child or 
^olescent to develcq). practice, and gain ease in exhibltlr^ skills 
v^ich lead to smooth and satisfying sotdal relationships. In studies 
comparing individual therapy with social skills training (Hersea 
Bellack. & Hlmmelhoch. 1980; Wells, Hersen. Bellack, & 
Himmelhoch. 1979), the latter has been shown to be effective in 
improving confidence and assertiveness. The use of peer-pairii^ 
also has been used as a way of improving the scM:ial skills and 
sdf-confldence of Isolat-xl children (Mervls, 1985). 
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Disinterest and lethaigyr in the suicidal adotesc^t axe usually 
maintained by a combination of fetlgue, the expectation of 
unsuccessM outcomes, reduced pteistue In activities. Activity 
increase programs are designed to gradual^ increase the adcdes- 
cenfs activity level through the use of a variety of Incentive 
techniques. Studies have omi^stentfy shown the diiectlveness of 
activity increase programs with depressed adults (Grosscup & 
Lewinsohn. 1980; Turner. Ward, &Tumer. 1979; Zeiss. Lewinsohn. 
& Munoz. 1979). 

Cogulliwe IntCTveation Stratqgtes 

Cognitive interventions are designed tochallenge maladaptive 
cognitions as being distortlims of reality and to help the client 
substitute new inteipretations of the worid. This is accomplished 
throu^ a three st£^ process: ass^slng depressive cognitions, 
learning to self-monitor cc^nitlons. and timing to develop sdf- 
control over cognitions. (See Figure 5.1.) 



Intnreatkin Stniegics 



Assessment of 


Personality questionnaires 


Depressive 


ScOf-report inventories 


Cognitions 


Behavior rating Scales 




MMPI 




Multiple i^pn^ches: observation 




interviews 




Inventories 




self reix)rt 




adult reports 


Self Monitoring 


Self-assessiwnt 


Of Cognitions 


Self-recording 




cheddist 




wrist-counter 




^If scoring counter 


Development of 


Sutetituion of pkasant thoughts 


Self-Control 


Self-control stretches 




Attribution training 




Cc^nition rehearsal of 




alternate thoughts 



Figiife 5.1. Cognitive intervention strategies for use with suicidal 
adolescents. 
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Aiif ■■nif l it flf P f jH y ttiwO^ttlftTO . A vnrMyirf pi*rm>naHty 
questlonalres, self-report Inventories, and behavior rating scales 
are avallaMe to aid the therapist in the assrasment of the 
addescent's depres^ve thou^ta Oida- luhdescents ml^t be 
^ven the Minnesota Multiphasic Personality Inventory (MMH}, 
which Includes a Depression scale that can provide Information 
about the adolescent's o^lnltlve state. While behavior rating scales 
might be helpful in establishing the presence, intensity, ae classlfl- 
cation of depressive symptomatologyr, they typically offer little hdp 
In describing cognitive content. For this reason, self-report 
measures that a^ess cognitive content are more likely to be the 
Instruments of choice. When assessing depression as a syndrome 
or disorder, however, multiple approaches should be used. 
Including observation, interviews, inventories, self-report 
measures, iiad information from parents and teachers. 

One the most challenging assessment tasks is the deline- 
ation of the ct^nitlons of the depressed or suicidal adolescent If 
dysfunctional cognitions are presumed to be causal in the 
devel<qjment of adolescent depression and suicide, then valid and 
reliable methods to assess these cognitions are necessaiy. Kendall 
and Koigeskl { 1979) suggested that the assessment cognitions 
serves two purposea First It provides a thorough description of the 
role or roles that cx)gnItions play In behavior. Second, it allows the 
therapist and client to examine the eflfectlveness of various 
treatment methods chosen to change negative cognitions. While 
the Initial assessment work of the therapist may be effective in 
accomplishing this first function, the second function can be best 
accomplished by the client through a variety of sdf-monitoring 
techniques. Beyond helping with the ongoing therapy process, 
training in self-monitoring techniques can leave the client with 
skills that have wide applicability to personal improvement In 
other areas and at other times in the Individual's life. 

Seif-Monltoriiig of Ci^nitloiis. As a part of the assessment 
and treatment process, adolescents are taught to systematically 
monitor their own thoughts and behaviors. Self-monitoring 
involves asking the adolescent to be attentive to specific thoughts 
and behaviors that occur and to keep a record of them Not only 
does self-monitoring accomplish the purposes su^ested by 
Kendall and Koigeskl (1979), but it may be therapeutic simply by 
making client aware of their dysfunctional cc^ltlons As a mere 
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function of this Increased awEureness. the adducent may be 
Inclined to ctecrease the frequency with which the thoughts and 
behaviors occur. 

Sdf-monltortng has two componoits, seff-nssessmerU and 
se^-recoftUng. Seff-assessment refers to an Individual's evalu- 
ation of his/her own behavior to determine If a particular behavior 
has occurred. For sdf-ass^ment to be dliectlve. ad<d»(xnts must 
be able and willing to examine their own thoughts and. more 
^leclflcally. be aWe to rellaWy Identify theoL The majority of 
addescents are aUe to Identify and report on cfysiunctlomd or 
negative thoughts If provided with spedflc guidance 

Hie second component of sdf-monltoring, sey^-recording. 
Invokes devising a method to enaiUe the adolescent to record 
dysfunctional thoughts. The m(»t rammon method of recording 
self-monitored thoughts is using a frequency count of the 
thoughts that occur within specified time periods, such as a 
morning, a d^. or a week. To fiu:illtate the usefiilne^ of the 
recording proems, the therapist wiU want to help the addescent 
Identify the m(»t salient cc^nltlons that he/she is eiqieriencing. 
such as "I fed worthl^" or "I want to kill mysdf " Tte three 
primary criteria for choosing D»^ich thoughts to re<»rd are they 
should be distinct from each other, identifiable, and lend them- 
selves to reliable reporting. Using these criteria, the therapist and 
client can work together to develop lx)th a list of the cognitions to 
be monitored and a reliable method for recording them. 



While a wide variety of recording methods can be used, the 
optimal recording method is one which accompUshes the objective 
of recording with the great^t efHciency and ^se of use. This is 
I^rticulaiiy important for suicidal adolescents, since they may 
have lowered energy or coping resources than the average 
adolescent If a frequency count of distorted o^nitions is needed, a 
checklist which givra a frequency count of how often the thoughts 
occur can be etllcient At the end of a specified time period, the 
frequencies can be tabulated to determine the oignitions that 
occurred most often. A wrist-counter or golf scoring counter can 
also be used, so that the adolescent activates the counter each time 
a native cognition occurs. 
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Frequency counts are excdient sources of information about 
the suicidal addcscenfs cognitive state, and any method that the 
therapist and aldescent can devise that wiU allow for easy 
recording of occurrences is recommended. The potential advan- 
tages of this approach are flvefdd: 

1. the dient is actively involved in the assessment and 
treatment process from the banning, 

2. Ijasellne data about negative cognitions can be obtained 
prior to the beginning of formal treatment 

a the sdf-monitoring process may be therapeuUc in Itself, 
through the adolracent's increa^ awareness of cogni- 
tions and subsequent reduction of them, 

4. recording of thoughts during and after treatment can be 
used as a criterion for changes in cognitions, and 

5. clients will increase the self-examination of their distorted 
thou^ts. 

Dmlopiiig Sdf-Coainil of Cognltiona. A variety of self- 
control strategies are available that are effecU ve in the treatment of 
the distorted cognitions that accompany suicidal ideatiorL While 
the present chaptercannot coverall posslWe self-control strategies, 
four techniques have been sdected for discussion based on their 
api^cabiUty to suicidal adolescents and on the fact that they are 
widdy accepted and weU researched. These four strategies are 
subsUtuU'jn of pleasant thought sdf-control strat^les, attri- 
bution training, and a^lUve rehearsal of alternate thoughts. 

Substitution oj Pleasant Thoughts, Suicidal adolescents are 
likely to have a vast repertoire of negative thoughts which 
dominate their cognitive set Pleasant thoughts are rare or entirely 
absent so that the adolescent engages in a self-perpetuaUng cycle 
of depressive cognitions. The method of substituting pleasant for 
unpleasant thoughts operates on the assumption that these two 
kinds of cognitions cannot occur simultaneously. 

To implement this approach, the adolescent and therapist 
develop a list of pleasant thoughts based upon the adtdescent's 
past hlstoiy and preferences. The adolescent is then instincted to 
recaU one of these pleasant tiioughts at tiie time that a negative one 
is experienced. Through the process of repetition and continual 
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rejdacement of the negaUvc thou^ts. the addescent reduces the 
quanUty and quality of i^gaUve cf^Uons In the rq>ertolre and 
repfoces them with positive thoughts. Obvioudy, the addcsocnt 
must be willing to participate and be at a levd of c(^tive ability to 

reflect on his/her own thinking processes. White little empirical 
evidence is availabte concerning the efiectlveness of this technique 
with children and adolescents. It has proven to be effccUve with 
adults and m^ be particulaiiy useful with older adolescents or 
with those who arc at hi^ier levds of cognitive devek^ment 

Self-contxol Stiate^es. A number of sdf-contnd techniques 
have been devdq)cd based on Rchm's (1977) modd <rf depression, 
and include some of the ideas of Beck's { 1974) cogniUve therapy 
ideas, Kanfer s (1971) selfn^ntnd theoiy. and Sdlgman's (1975) 
hdi^essness perspective. Rehm viewed depressed persons as 
having self-contnd deficits in six cases: 

1. a tendency to attend to negative events or to selectively 
attend to positive events. 

2. selective monitoring of immediate (as opposed to delayed) 
reinforcement, 

3. setting excessively high self-evaluative standards. 

4. making Inaccurate attributions of responsibility for per- 
sonal behavior, 

5. inadequate self-reinforcement, and 

6. excessive self-punishment 

The therapeutic approach suggested by Rehm is based on the 
assumption that deficits occur at one or more of these six levels, 
and that intervention efforts must address these deficits in terms 
of their d^ree of severity and their contribution to the depressive 
or suicidal i»ttem. 

Ftom this perspective, adolescents are taught to monitor the 
positively balanced behaviors and cognitions that are associated 
with Improved mood Emphasis is placed both on attending to the 
positive aspects of experience and on appreciaUng the value of 
delayed reinforcement Excesslvefy high personal standards are 
examined and the adcdescent is taiight to set limited. realisUc, and 
attainable goals. Since most suicidal adolescents have a tendency 
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to attiltHite sufxsess and fellure only to them^vra re^rdless of the 
actual i^tuatlon, this stiate^ i&aAii^ tltem to j^uoe re^xmsiblUty 
viffaerc it ts ^pn^rlate. Ftnally, tbey are taught how to reinforce 
themselves appropriately and to reduce self-punlshlng thoughts 
ami bdiavlors. 

Attribution Tinlning. The research and clinical woiic on 
h^}le^ness has focus^ primarily on ass^sonent and treatment 
ci maladaptive attrlbutkHU of success and failure. Sdlgman ( 198 1 ) 
has de»n1bed four there^utic techniques that are useful in 
rediKdng dqire^ve and ^cldal idration: aivironmental enrich- 
ment that reduces the probability of x^gative outomies and 
increa^ the likelihood for In^nnned outcomes sutoequent to 
one's dforts: personal control training that emphasizes chan^ng 
pecq^'s eaqjectations fnMn unomtroilability to rontndlabllity: 
resl^iation training that propo^ to make hl^ily d^red out- 
come le^ desirable: and attribution retraining that hel{» pec^le 
attribute flEdlure to aiore external tuistable. and ^xciflc foctors 
and success to more internal, stal^ and gtot»l ones. Attribution 
retraining has been shown to be ef!a:tive in reducing the native 
cc^Enitive sets of dq>r«sed individuals by altering fedln^ of 
helplessn^ and expectations for success (Klein & Seilgman. 1 976; 
Miller & Norman, 1979). 

Cognitive Rehearsal oj Alternate Thoughts. Cognitive 
rehearsal Is similar to the sutmtltutlon of pleasant for unpleasant 
thoughts by focusing on instruction to the ado^cent in creating 
different thinking patterns. The therapist works with the suicidal 
^olesc^nt to develop a repertoire of new and ad^tive thoughts to 
augment and eventual]^ replace the native thoughts that he/she 
might have. The adokscent then reh^rs^ these thoughts and 
associated statements that are incompatible with current cfysfunc- 
tional thoughts. As the frequency of adaptive thoughts increases 
through rehearsal, negative cognitions decrease in frequency, 
intensity, and duration. 

Motivational Intervention Strat^es 

As stated earlier, suicidal ideation and behavior can be seen as 
an attempt to adapt to veiy stressful and painful circumstances. 
The avDidance of pain is a natural human response. Before 
contemplating suicide, the adolescent will often have tried other 
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fonns of withdrawing from pain n^Ich have not pro^^ suoc^sful: 
social withdrawal verfaal hostility, or the like When these coping 
methods fail to bring rdief, suicide may be seai as the only viable 
alternative for malntainii^ survival While the logic ctf thte diolce 
nusiy be IncomprehenslUe to mc^t adolescents, remember that the 
suicidal addescent is most likdy operating from a base of several 
distorted cc^itiom that make this form of reasoning appear 
neasonalide. at least temporarity. 

From the perspective of woriang with the sulddal addl^cent 
motivation is an essential factor to consider in the sdection* 
plannif^ and imi^ementatlon of inttrvention t«:hniques. Lade of 
motivation of the depressed swlol^cent is usually evident in 
behavioral Indicators such as decnt^sed sodallzatloa withdrawal 
from usual activities, pai^vity, and an unwilllng^iess to initiate 
new actlvltl^ When combinations of these behaviors become a 
characteristic mocte of operating for the adol^cent th^ are 
indications that the adolescent's envirDniwnt is perceived to be 
unrewarding in any pcraitive sense of the word. 

Bf otivatioii and Reliifiiieemeat. Two primaiy motivational 
explanations exist for this constdlation of behaviors. First the 
addescent may be unable or unwilling to exert effort perh^>s 
because of inteUectual of ph}^ical limitations. Second* and perhaps 
more commonly, the adol^c^nf s past experience may not have 
been reinforced so that efforts arc not seen as leading to pc^ltive 
outcomes. This latter explanatloUt known as a low rate of response- 
contingent iK^itive rf*lr,forcement is a primaiy means of under- 
standing depressive and suicidal behavior and is often a pattern 
that results from exc^slve punishment experiences (Lewinsohn & 
Hoberman. 1982; Lewinsohn & Shaw, 1969) 

These low rates of positive reinforcement are usually associ- 
ated with social skill deficits which limit the individual's opfK^r- 
tunities for i»sitlve experiences. Although individual suicidal 
adolescents may receive pc^itlve input from others, the more 
common pattern is for them to isolate themsdves and to be avoided 
by others. When they do have opportunIti« for positive experi- 
ences, cognitive distortions often Irad them to ignore or discount 
the positive aspects of these events. Consequentfy, the number and 
quality of social experiences dedines, leadii^ to a maintenance, or 
even Increa^, of depressive symptoma This in turn can lead 
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adolescents to reduce their motivaUon either to exert effort or to 
change their behavior in ways that might improve the situation. 

A ntunber of ^^roaches are available for Incrraslng the 
motivation of the depr^sed or suicidal i^rson. biduded in this 
section will be a discussion of two that have been shown to be most 
effective: activity level increase strategies, and social skills 
training. 

A^Mly Level Inaease »x«teg|es. The assumption behind 
various activity levd increase pn^^rams is that behavior that is 
either intrinsically or potenUally reinforcing is not being produced. 
The process normally b^ns with a careful monitoring of the 
adolescent's mood and activity level to obtain l^tsellne and a 
standard against which subsequent pn^ress can be measured. 
Behaviors that are or have been intrinsically rewarding or will 
produce external reinforcement are identified. AttenUon is given to 
both positive and negative mood states, and the specific activities 
and thoughts that are associated with each are identified. 
Assessment of these behaviors can be done through intervlewa 
past histories, or self-report measures, such as the Children's 
Reinforcement Survey Schedule forChildren (Cautda. 1977)or the 
Reinforcement Survey Schedule for Adults (Cautela & 
Kastenbaum. 1967). 



Once these activities and moods have been identified, the 
treatment plan involves the therapist and client establishing 
several activities for the adolescent to engage in that have a high 
probability of being intrinsically rewarding or of eliciting rein- 
forcement from others. In some cases, particularly with less 
motivated adolescents, external or sdf-relnforcement procedures 
m^ be helpful adjimcts for initiating and malntalningeflbrt in the 
activities. The use of the Premack principle (that is. requiring the 
performance of a le^ desired behavior prior to engaging in a more 
preferred behavior) may be particular^ helpful (Kaslow & Rehm. 
1983). Therapy then focuses on increasing activities that can 
result in iK)sltive reinforcement and decrying £K:tivlti«) that are 
associated with n^ative mood. Additionally, the therapist and 
adolescent work together to establish environmental contin- 
gencies that can reinforce positive behaviors and reduce or 
eliminate the relnforrement of negative behaviors. 
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For activity level increase programs to be effective, the 
^k^scent must be al& to pefform the sm or bdiavlor being 
sugge^ed. The tlMsr^ist must dlsttngulah bet«wen those adoles- 
cents who are unsd9ie to perform an activify because Oiey teds the 
skin, and those who have the ^ but who are not perfonnlng the 

activity currently, perhaps because of anxiety or a lac& of motiva- 
tion. SWDs training may be a more e^roprlate choice for the 
former group, while activity Increase strat^es m^ be most 
beneficial for the latter group. 

I^^rf fafciTi« xr ^toiiig- For a variety of perscmal and social 
reasons, the suicidal adcfescent may have defldoit social sWns 
that Interfere with the performance of appropriate interpersonal 
behaviois. While social skills deficits can be a ^gnlflcant pro^em 
at any age, they m£Qr be c^>edally problematic during adolescence 
when peer r^Uonshipsareof iraiticular importance- Thedevelop- 
mcnt of £^itq>riate social InteractUm rfolls can fit wdl with the 
needs of the addescent 

During social skills training, dlents are taught appropriate 
social behaviors and how to assert themsdves in interpersonal 
proWem-sdving situations. The methods used have considerable 
varlabUIty and have been ejqdored in a number of studies both with 
adults and chUdren. Rde playing, moddlng. feedback, direct 
InstrucUoa observatioa homeworic and graded task assignments 
are the nMyor techniques that have been r^rted. While social skill 
deficits often accompany depressive and sulddal ideaUoa the 
tiBinlng of social sklUs generally has been less efiective than more 
complex cognitive or behavioral Interventions. 

IniUr a tlffnt Cmm tiwindta a Ho ns 

Before cho<»Ing to focus on the addescent's adaptive motiva- 
tions and thoughts, therapists are well advised to assess the 
appropriateness of this appro^ for the ^)eclflc adolescent with 
whom they are working. CognlUve and motivationd therapies 
assume that the client is both willing and able to partidpate in the 
planning and implementation of a treatment fton. a condition 
which may not be met by aJl sulddd adolescents. Severd reasons 
may exist for an adolescent's inability or unwlUlngness to 
coq>erate in a cognltive-motivationd therapy approach: a^ltive 
developmentd level, severity of current impairment, lack of 
Intellectud and/or socid skills, and envlrorunentd reinforcement 
of depression. 
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CogjaSiOim Pcndopmcntal LereL Many intellectual, biological. 
scx!ial, and emotional changes occur during the period of childhood 
throu^ adoiexcmx^ StHxxs of the m<»t dramatic change occur In 
the qu^tative aspects of ojgnltive ^imrttoning. By adctesooiGe. 
youivg pec^e show an Increasing ability to demonstrate ot^nltive 
functioning that is veiydifferentfromtlwi^ttems that are evident 
in childhood. Young children are concrete in their thought 
processes, interpreting events on the basis of environmental 
events and thai reactii^ on the faa^ of that interpretation. 
Tlilnklng and reasoning are directly tied to the chiki's immediate 
circumstances and do not Indude the abstract thought processes 
chaFBcteristic of adults. By omtnrat adolescents gemrally show 
the ability to think abstractly, to anticipate future events, to 
generate potential alternative actions In re^x)nse to a ^tuation. to 
engage In hyfKtthetlcal-deductive rraisoning. and to reflect upon 
and ana^rze their own thinking patteni& 

Sey^-n^ectlue Thought This last characteristic of adolescent 
thinking, the ability to engage in self-refkction. is essential to the 
success of cognitive intervention approaches. For adolescents who 
cannot reflect iqxin and evaluate their own cc^nltlons, techniques 
requiring insist Into thoLight process^ win be dlfiicult or 
impossible to Imi^ement effectively. On the other hand, the 
presence of these hlgher-Ievd thinking skills Indicates a good 
pn^osis for the ^plication of o^itlve interventions. 

AnttclpatUm oj the Future. Depressed individuals frequently 
are unable to anticipate future events and often see the future In 
negative ways. Regardless of whether this Impainn^nt is acause or 
a r^ult of the depressioa an inability to project into the future and 
evaluate alternatives neverthdras repre^nts a o^ltlve dysfunc- 
tion which will attentuate prt®ess during cognltlw ther^y. 

Some would debate as to whether young chUdren can fully 
eTqierience hopele^ness or helpl^ness. since thQr lack the ability 
of adults to project themselves into the future and then conclude 
that little change will be posslUe. As formal operations emeige in 
adolescence, however, anticipation of the future becomes pK^lble. 
as do the eiqperience of helple^n^ and hoixlessne^ In working 
with suicidal adolescents, the then^lst will want to a^»s each 
individua] for their formal level of o^nltive development When 
formal operational thought and the ability to anticline the future 
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are not present tl^rapeutlc efforts directed toward age-appro- 
prtatc facilitation of coping strat^es are likely to be the most 
effective approach. 

Severity of Cnneiit Impalmieat. the therapist will also want 
to assess the adolescent's current tevd of functi<mlng In several 
areas. The thliti edition of the Diagnostic and StatlsUcal Manual of 
Mental Disorders (American Psychiatric Association. 1980) 
su^ested that the therapist assess the dlenfs "hl^est level of 
adaptive functioning (for at least a few months) during the past 
year** (p. 28). This can provide useful Information about the 
individual's current and past severity of impairment, with Impli- 
cations both for the choice of Intervention n^thods and for 
prc^mrais during the course of treatment 

Severity is usually asse^ed In three mcyor areas of the 
adolescent'slife: academic and/orocciqiational functioning, social 
rdaUonships. and use of leisure time tAmerican Pfiydilatric 
Association. 1980). In cases of severe depression, these three areas 
may be impaired to the point that the adotescent Is mi able to 
mobilize sufficient personal resources to participate fully in the 
therapy process. In these situations, non-co^itive forms of 
ther^^ may a^in be more effective initially than cc^nltive 
therapy. 

Lock of InteUectnal and Social SMOb. The adolescent also 
may 1^ either the intellectual or the social skUls that are 
necessaiy for j^rticipaUon in the treatment process. In terms of 
intellectual skills, mental retardation and some forms of learning 
disabilities generally would make c<^itive Interventions a j)oot 
choice of treatment strategy. Again, biological therapy or behav- 
ioral approaches are likely to be considerably more effective with 
these clients. 

In terms of social skills, significant deficits can be due to social 
or ctiltural isolation of either the adolescent or of the entire family, 
and this can lead to significantly impoverished skllla Social skills 
deficits are generally responsive to social skills training and 
activity increase programs, as described above. 

Environmental Rdnfor^ment Suicidal adolescents some- 
times operate in situations which serve to maintain 
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their suicidal ideation or behavior. Overt or covert reinforcement of 
depressive behavior can come from family, relatives, friends, or 
individuals In the adolescent's ^ool ot ^idal life. While rdnforce- 
n^t Is rarely Intentional or even conscious on the part of thi^ 
whoareer^aglnglnit It can serve to maintain both high levels of 
dqiression and suteidal behavior of the adol^csnt Progress in 
thenqi^ may not be possible until changes are made in these 
reinforcing situations. 

Finally, these factors may exist in combination, making 
program through cognitive or motivational ther^ slow or impos- 
sible. &^nltive therai^ is unllkdy to Imve any significant Impact 
when any of these factors is opoating either alone or in combina- 
tion. If the therapist determines that these or similar difficulties 
are present work might best begin with efforts to alleviate the 
effects of these external problems throu^ blotogical or behavioral 
treatn^nt before attempting to Introduce a cognitive-motivational 
sqpproach. 

IMPLICATIONS 

The authors have taken the position that an understanding of 
o^nltlon and motivation is central to uiKlerstamling. as^sslng, 
and treating the suicidal adotescent Ultimately, the interventions 
chosen should be based upon knovi^ge of the types of techniques, 
the efficacy, the ther^lst's own therapeutic skills and orienta- 
tions, and, most inq>ortantly, the characteristics and needs of the 
adolescent The majority of research evidence has indicated that 
cognitive and behavioral techniques have both immediate and 
long-term effectiveness, with implications for assessment and 
treatment selection. 

When working with suicidal adolescents, it must be remem- 
bered that their behaviors cannot be considered without also 
referring to their social and familial circumstances. Most suicidal 
adolescents are living at home, and members of the immediate and 
extended family can be valuable resources in devetoplng inter- 
vention plana Alternately, these family members may be contri- 
buting in significant way^ to the problems that the adolescent is 
facing, in either case, involvement of the family can be useful In 
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determining both the source of the difflcidUes. the ^jecific contri- 
butions of various family members, and potential solutlona 
Evid^ice is now availat^ tha^ *i substantial number of d^ressed 
adolescents have at least one parent with an affective disorder 
(Cytiyn & McKnew. 1974; Mc«oew, Cytiyn, Efron. Gershon. & 
Bunncy. 1979). In theevcnt that the adcdescent's suicidal behavior 
Is rdated to family stressra and problems, family intervention 
should be considered. 

Individual assessment of the adolescait should be dorw using 
a multtmethod. multitralt multlsource, and multisetttng 
approaf^ that includes systematic consideration of personal, 
social and academic functioning. Retevant infoimaUon can be 
obtained from intervten« with parents, t^ichers, family numbers, 
and others who have knowledge of the addescent Formal and 
informal psycholo^cal assessment may be hdpfiil if done in such a 
way as to provide information about cognitive-motivational 
characteristics, rather than simpfy for puri»se8 of dassiflcation. 
The data obtained throughout the assessn^t process should be 
designed to provl<te informaUon about the cognitive affecUve, 
motivational, behavioral, and academic functioning of the 
adolescent 

The selection of appropriate Intervraitlon strategies Is a 
complex proce^ and is determined through consideration of a 
number of factors. WhUe some form of intervenUon with the 
adolescent's cognitive and motivational systems is usually indi- 
catol. a number of other factors must be taken into account when 
deciding on the strata which wiU bring about optimal results for 
any individual adolescent The following ten questions are 
designed to address the primary decision points in the assessment 
and intervention process. They provide a systematic guideline for 
determining the most elTective intervention approach In working 
with a particular suicidal adolescent 

1. Is the behavior related to problem within the family? 

If the answer is "y^" then an appropriate starting point would 
be family assessment and intervention, with additloiml help and 
support for the adolescent If the answer is "no." or if appropriate 
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famOy Intervmtion is not pebble, thai focus on the addescent is 
appropriate. 

2. 25 the a<Mescent's suicidal behavU^ being overtly or 
(Xivertiy reir^orced by external /ai^ms? 

Possibly the adoJ^cent's suicidal icteatlon and/or behavlorare 
being reinforced by the behavior of others, for examine, by j^uients. 
If such a rdationshlp exists, an important procedure Is to work 
with the contingencies that are operating to maintain the 
behavior, for example, parental attention. 

3. Is the behavior secondary to another, more serious 
problem? 

If suicidal behavior Is a mani^tation of aiK>ther physical or 
n^ntal disorder, such as i^ych(»is or substance abuse, then 
treatment of these problems Is indicated. perhap>s in addition to 
o^nltive-motlvatlonal interventions. 

4. What is the adoles<xnt's level qf cognitive development? 

If the adolescent do^ not demonstrate a basic level of fomral 
operational thou^t throu^ the ability to anticipate future 
outcomes, to generate alternatives, and to refkct on his/her own 
thought processes, then complex cognitive interventions are not 
indicated initially. For these adolesmits. behavioral approaches 
such as activity increase strat^es are more likely to be helpful in 
the banning stages. 

5. Does evidence exist of slgnyicant cx^nitive distortion as 
the mq^r problem? 

If cognitive distortions such as low self-esteem, catastrophic 
thinking, oveigeneralizatlon, and all-or-none thinking are evident 
cognitive Interventions arc indicated. 

6. Does a depressive attributional style prevail? 

If depressive attributions are central, helple^ness therapy 
with an emphasis on altering dysfunctional attributions of 
negative events from internal to more external causes is indicated. 
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7. Are social sklUs d^dts evident? 

Signlflcant social skmsdeflcits are Ukely tobe associated with 
depressed and suicidal behavior that lead to low levels of po^tive 
lelnforoenient If these foctors are predominant then strategies 
designed to Improve social functioning by increasing positive 
reinforcement from the envlronnrait are Indicated. 

8. Are self-monitDTing ii^dts evident? 

If the adolescent shows deficits In the ability to monitor both 
overt behavior and o^nltlons. strat^les to Improve these abilities 
are Indicated. The type and Intensity aS the deficits are Important 
to determine from both ass^ment and Intervention perqjectlves. 

9. Are overt behavior and Interpersonal functioning 
Impaired? 

If the types of behavlora are deficient then acUvlty increase 
approaches are liKllcated. These approaches also are partlculariy 
^proprlate If the adolescent lacks the ability to use or profit from 
more complex cognitive methods. 

10. Does the adolescent exhibit a d^clency In the ability to 
deTTmnstrate sey^-relTtforcementJor positive behavior? 

If the adolescent has been unable to engage in self-rein- 
forcement because of cognitive distortions, depressive attribu- 
tlonal style, or other similar fjffitors. self-reinforcement can be the 
most appropriate focus of treatment Strat^^ should include 
helping the adolescent to recc^ize and respond to positive 
experiences when they occur, create positive experiences when 
possible, and ratabllsh a personal schedule of reinforcement so 
that positive experiences are reward«l. 

The foregoing questions are not intended to be either 
exhaustive or mutually exclusive. They are guidelines that can 
contribute to a systematic and personalized ass^ment and 
treatment apprtach in working with a particular suicidal adoles- 
cent In providing a Imsic outline for assessing and choc^ii^ 
treatment approaches, these questions can contribute to a 
thorough and individualized approach to working with a specific 
adolescent 
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Suicidal adol^cents differ from tl^lr iKmsulddal peers in the 
content of their ttoughts^ thou^t processes, and nrotivatlons. 
Ttelr feelings, thoughts, and behavior are dominated lay a predom- 
inantly native vkw of themsdvra and fay p^imistlc expect- 
ations for the future. Suicidal talk« ge^urea and acts can be 
understood £^att^pts to escape from intoteraUe fmliu to re^n 
amtrol of the envlrcmment and to mobUb^ internal and external 
resource to deal with difflcultiea Therapists who imderetand the 
Internal (fynamics of the suicidal adoI»(^t can utilize this 
information in evaluating the individual's d^ree of rl^ availabJe 
resource and personal strei^ths and limltatlcHia Hiis inform- 
ation is central in the construction of a treatment {dan which is 
tailored to the adoles<^t*s ^>eciflc ablliti^ and ne&As. 

In determining an appropriate intervention strategy, the 
thereypist is well advised to consider a bn^^i range of fectors which 
can facilitate or inhibit the treatment proc^a Famify functioning, 
external reinforcement for suicidal bdiavior, other mental and 
physical conditions, cognitive devdopn^nt and style, and personal 
skills and motivations are all lnte^:al el&nents in a thorou^ 
assessnu;nt pnx^ss. When all of these factors are taken into 
consideration, the therapist has an Incrrased chance of developing 
a therapeutic program which will lead to a r^luctlon of suicidal 
ideation and behavior as well as to other improvements in the 
adolescent's functioning 

At the same time, no general plannli^ appn»ch is |K>sslble in 
the treatment of suicidal Ideation or behavior. Instead, the inform- 
ation from various asse^ment and tl^rapeutlc techniques are 
assessed for their applicability in working with the individual 
client and combined In a specific way that meets the specific 
needs, strengths and limitations of the individual adolescent To 
the degree that a wide variety of relevant factors are taken into 
account throughout the process, intervention is more likely to be 
su(^!essful. In practice, tl^ usual proc»]ure is to implen^nt several 
different appn»ches at various stages in the treatment proc^ in 
order to maximize the effectlwness of therapy with a suicidal 
adcdesc^nt 
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MHTOSaUU^AxnniACT: EuentiuH^h depletion is Ote 

{iresuictdalotwwmddmalaamiskUlceta^^ 
linear relatUmshlp exists between depp^sUm and 
sutdde The link between these two vaiiaMes is rurf 
stnUghffonvard and, stmietinws, siddde occurs in the 
absents <^ depres^Km. The pwjxfx cf this important 
chapter Is to examine the relations^iip between depres- 
sion and suldde Jor adol^cents and to pnwtd^ descrip- 
tkms €^ depres^oru its €xiuses, and treatment opfrnxichG^ 

Dqiresslon Is thought to ha^e a dose rdatlomhlp with 
suicidal bdiavlor. Studies reviewed by Shaffa* ( 19S6) indicate, for 
example, that a msyority of adult suicides were ctepr^ed before 
their death. In li^it of the dc^ link betwe^ adult suteide and 
d^resslon, researchers have bet»me increasing^ aware of the 
need to assess the nature of this relationfidilp for child and 
adducent populations {Hawtoa 1986). HUs is i^uticuteuly trm; 
for adotesoentsw wlK) have experieiK^ed sJ^hificant incre^^ 
reported Inddafice of both digression and suicide in recent years 
(Gallemore & WUsoa 1972: Garrison, Schoenback« & Kaplaa 
19851 

Research cxincmiing adol^cent depression is still in its 
Infancy. Studies r^arding the inddenc^ of degression among 
adolescent dinical populations yield ratimates that ran^ from 3% 
to 33% (Renins, Alessi, Cook, Poznaifflki, & Yanchyshyn, 1982). 
Research com^ming the incidence and severity of d^ressive 
^nmptoms in normative populations is scarce and beset with 
methodological difilculti^ but does seem to indicate that adoles- 
cent depre^ion is a significant proUem (CkuTlsonetaL, 1^5). Fbr 
example. R^olds (1983) found that 34%of alaige sample of high 
school students vme at teast miklly dq^rts^d 

Dq)ression is the mc^t common symptom e3q>erleneed by 
adolescents who are suicidal (Husain & Vandiver 1^4). However, 
to assume thatalinear relationship exists between depressionand 
suldde would be erroi^us. Hawton stat^ that Uie link 

between these two variable was straightforward, and noted that 
sometimes suicide oonirs in the at^ence of depression. Ctavls 
( 1 983) concurred, and also pointed out that ad<draoent depression 
dc^ not always manifest itsdf the same way it does in adults. 
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Leonard (1974) concluded that dqnesslrai and sujk^ both 
sqqjear tobc multldiiimislonaL independent fiEu:tors. and presoit a 
cxmxpltx xelatlcMiship. The puipose (rf this diapter Is to examine 
this r^tloi^p for adcdescents fay providing a descr^tion of 
d^res^on, its causes, and treatment af^roaches. 

REVIEW OF BEIATED UTERATURE 

r>>W«IH«in mnA n«Mill r aHnn lames 

Ever since Hlppooates (3rd ccntuiy B.C.) Invented the term 
"melaiM^holla" to connote dqjres^ve synqHoms. the f*mcqpt of 
dq>re88lon has beoi stiblect to ongoli^ evdutton and perennial 
controversy, vlth definition and ctessiflcation Issues serving as 
consistent focal points. 

One pnd^em results from the use of the term to describe a 
mood, a symptom, a syndrome, and a nt^do^c disorder (Caiison & 

Gaiber. 1986: Cc^nne. 1986: Levitt Lubln. & Broc^ 1^). The 
l^ue is 01% cfd^nitlonal so^ As a mood cr a sdnglle ssrnqytfMn, 
depre^on refers toanemoUonal state experienced by most people 
that Is not necessarily pathol(^caL Itils is omtrasted with 
depression as a syndrome, which "..in^jUes more than an Isolated 
dy^horlc mood, and occurs In combination with other symptoms 
to form a symptom-complex or syndrome. When this clinical 
syndrome Is characterized by a particular symptom picture with a 
specifiable course, duration, outcon^ response to treatn^t. and 
potential famlllaL i^ychok^caL and bld(^cal o>nndates. thai it is 
referred to as a discrete nosolt^c entiy or dl«)rder" (Carlson & 
Garber. 1986. p. 400). The quesUon becon^a "Should we limit the 
term 'depression' to those people suffering from a discrete 
noscdogic disorderr* If we do. how do we describe the other "merely 
miserable" people who we have excluded from the "deprrased" 
categoiy (Coyne. 19S6r? 

Another quratlon is whether ctepressed mood in normal 
persons Is quantitative or qualitative^ different from the "clini- 
cal depre^fon** eaq^erienced fay hospitalized patienta The former 
view, tem^ the "continuity hypothesis." assumes that depression 
\ exists at opposite ends of a continuum. The latter perspective, 

however, views clinical depression as being distinct and discon- 
tinuous from normal ssdne^ and depressed affect As Coyne 
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(l%6,p.4) noted, *Thecontroversy isUk^toomUnueuntlltitha: 
qiustlons about the etiolc^of dqiresston are resolved or unambi- 
guous markers of dq)ression are identified." 

Attempts to specify the definitional boundaries and etlok^r of 
d^reeelon have occurred as a part of a laiger effort to classify 
moatal illi^s. The prototype for modisn ^issification systms of 
ps^ch{^thol<^ was developed b^ Emlle Kraq>dln In the l^Os. 
KracpeUn believed that mental lUmss could be divKted into 
separate disease entities, each with a specific etidogic agent and 
course. Kracpelln's system offered psychiatry a paradigm for the 
conceptualizatitm <^ psydiiatric illness, ami its phik^^t^ of 
diMxmtlnuiti^ between di»miers Imd a ^gnificant eflect on the 
direction researdi (Gilbert 1984). 

The evdution ai the dia9:K»tic ncmienclature of dq>res!don 
has involved continued efforts to differentiate among subtypes of 
the disorder. Classification systems tave bean propc^ed based on 
severity (neurotic vsw i»^chotic depression), symptom clusters 
(agitated vs. retartted). prrauoMsd cause (endc^raious vs. reactive), 
age<^onset (Involuttoi^ dqjresslon), prraence ctf mania (unlpdar 
vs. blpdar), and presence of non-affective psychiatric illness 
(primary vs. secondary) (Hudgens, 1974, p. 39). These systems are 
based on diveigoit orientatlmis and do not meid tc^ether. 

The dominant classification system for the last three decades 
has been the IMagno^c and Stattsticxil Manual of Mental 
Disorders (DSM-III). Although it contains dements of the above 
classification systems, it r^resents a a}nc£rted effort to avoid the 
controversies surrounding these sj^tems. As Levitt et aL (1983, p. 
50) noted, Hlieguidir^purpc^ behind this m^orrevision was to 
provide dear and exhaustive d^criptions of the various diagnostic 
categoric without assuming or supporting ariy jmticu^ theo- 
retical orlentaUon." Coyne (1986, p. 12) agreed and added that "In 
considering depression the authors of I>SM-1II attempted to 
sidestep a number crf'lor^tandinga)ntrDversi^ including that of 
whether there is a continuum or a discontinuity between normal 
mood and clinical depr^ons. as well as that of the rxde of 
precipitation life circumstances In distinguishing among types of 
dcpif^lon." 

DSM-m encompasses depression in two main categories. 
Under "M^or Affective Disorder" are included two subcat^orles. 
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Major Depression and Bipolar Disorder. Both involve the presence 
the f\iU syndTDiiw, the m£^r distinction between the two being 
tl^ presence (tfainanicq}iaode In theIattia^.Tlie second categoiy Is 
"Other %>eclfic Affective Disordera." Under this heading are 
Included Cyclothymic Disorder and Dysthymic DlsordCT. These are 
both conditions in v^ilch mood disturbance has been chronic or 
intennittant for at least two years, ahlraugh not severe enough to 
warrant a dlagnoslsofMs^or Affective Disorder. The third category, 
"Atypical Afifectivc Disorders," provides subcategories for those 
affective disorders which cannot be dassiHed imdcr cither of the 
two previous headings. Included here are Atypical Bipolar Disorder 
and Atypical Dqiresslon. 

Space does not permit a discussion of the symptoms and 
diagnostic criteria for each of the various depressive disorders. 
However. Getz. AUoi. Meyers, and Under (198a pp. 56-7) have 
developed a Ust of symptoms that gei^raJIy describe the dqiressed 
client: 

1. The client's mood is characterized by hopelessness and 
sadness, often with anxiety and agitation. 

2. Some clients lose their appetite and as a result have a 
signiflcant weight loss. Others e7q}erlenoe an Increase in 
£^>petlte when dq>ressed and gain weight 

3. Sl^ di8tuit»nce takra various forms. Some clients mc^ 
have difficulty Ming a^eep. others wake up c»rly in the 
morning, some are r^tless. and some sleep during the day 
and stay awake at night 

4. Thedepr^sedcUoitalmf^talwayscomidainsoflowenergy 
and constant fot^ue. This Is not i^cessarlly related to sl^ 
and even when he/she 1ms had an adequate amount of 
sleep, the person is likely to fed tired upon awakening. 

5. Problems with attention, concentration, memory, and 
ability to think dearly are almost always present to some 
degree. 
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6* A ]»ttem of decreased effectivcxMSs at school work, or 
Iwme is ^ical In an asse^ment of dally iK:ttvlUes. 

7« The c^nKsed dient oq>resses a Iras of interest and 
enjoyment ^ activities onoe found {rieasurahle* 

8. Fedin^ of inadeqiracy, sdf-deprecation, and low %lf- 
esteem are common. 

9. Social withdrawal results from a Is^ of intnrat in other 
pe(q>te as well as the belief that no one dse would want to 
assodate with him/her. 

10. Increased irritability is generalty reported by the client or 
by faoilfy and friends. 

1 1. The d^ressed dioits thou^t pnx^esses and physical 
movement are slower (Le*, psychcmiotor retardation). 

12* The caressed cUent is often preoccupied with thou^ts of 
death of suidde. 

The devekipers of DSM-IIl fdt that the current state of 
iaundedge was not sufficient to warrant classifkatlon of p^ho- 
{»thdogy l»sed on etiology. By focusing on predse dinical 
description* th^ *'allow Invratlgators from various theoretical 
back^ounds to use DSM-IIl with ma}or emphasis on objective* 
behavioral descriptions of symptoms'* (Levitt et bL 1983* p. 51)* 

Camcs <rf Dq>r e — le w 

A number of etiological and conceptual modds of depression 
have been devdoped In m<^t cases the primary emphasis has been 
placed upon adult depressive reactions (Erickson* 1987; Schwartz 
& Johnson, 1985). 

Fsfcliowii]yticBfciddaon>epreMl^ I^ychoanalytic modds 
provided an early conceptual b^e for later theoiy building. 
Aix^ording to Becker (1974), the roots of the classical psycho- 
anafytic position on deprrasion are found in the woite of Abraham* 
Freud* and Rado. Further theorizing was rompleted by such 
notables as Melanie Klein of the English schod of psychoanalysis 
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and Cart Jung. More recent conUlbuUons have been m^eby John 
Bowlt^. as wdl as by representaUves of both the ^analytic and 
neo-analytlc schools (cf. Becker, 1974 and Gilbert, 1984). 

Because of the dl¥eigent schocds within the psychoanatytlc 
perspective, our discussion will center on the classical analytic 
poslUon. A distinction Is made between grief and melancholia, the 
former being a nonnal re^nse to kes of a love ob^ct and the latter 
invcrfvlng an intensdy ambivalent love-hate relationship with the 
love object AddlUonally. In melancholia the loss may be more 
imagined than real, and the individual may be unclear as to what 
was actually lost as a result of the (*ject having been withdrawn 
into the unconscious. 

Individuals prwJl^pc^d toward melamrhdla exhibit high 
dqienc^cy needs, a result of fixation at the oral stage of devdop- 
ment Dependency arouses frustration and hostility toward the 
focus of the dependency. Since overt expression of hosttilty would 
endanger the rdatlonshlp. the negative feelings are repressed. If 
the love object is lost the individual attempts to r^aln It via the 
process of identification. That la an attempt is made to reincarnate 
It as an incorporated feature of the melancholics's personality. The 
hostility originally fdt toward the love object Is through identi- 
fication redirected or converted into «tf hostility. This "anger 
turned inward" causes a catastrophic diminution of self esteem 
and depression ensuea 

Although psychoaiwfytlc mo^s had an earfy Impact on the 
study of depr^ion. they did not goierate much onplrlcal research 
nor were they successful In (tevdqiing ^ledflc treatment proce- 
dures. The most influential aK)roaches to depression are those 
that have demonstrated some sua:ess in treatment These 
approaches fall into two gei^ral cat^orles: behavioral models and 
cognitive models (Lewlsohn & Hobennan. 1985). 

Bdurvtend Models of Dcfn^ten. Belmviortsts view depres- 
sion as a function of inadequate or insufficient reinforcemoit 
(Fferster. 1973. 1974) which may result from environmental 
changes, loss of the person who provided reinforcement or the 
individual's inability to arrange for positive reinforcement This 
position and the psychoanalytic i^r^aectlve both view depression 
as a result of significant loss (Kovacs & Beck, 1977; Schwartz & 
Johnson, 1985). 



158 Preventing Adolescent Suicide 




171 



X^ewlnsohn and his associates have refined the behavioral 
modd into a socfal fining theosy <rf dcpressloD. Lewlxa^ 
siiggested that depressive briiavlora are direct result of a 
reduction In the rate of re^nsw:<Mitlngent r^wcen^nt Thu^ 
tlwrefatlve present* orabseiKxrfrrinfordng events Ispostulated 

as pkQing a rote in the devrioimiKit and malntmiancc of 
dqtresslon" (Lewf«jhn & Hoberman. 1985. p. 176). 

Lewlnsohn attended that either too Uttie p«iUw reinforce- 
ment or too much punlshnwnt can result In dq>res^n. Further, 
positive relnf(Mceii»nt is a function erf three vartaWes: "(l)the 
number of events which are pot^tlafly reinforcing to tl» indi- 
vidual; (2) the number of potenUaBy reinforcing events which are 
available in the individual's oivlronmenf and (3) the social skill by 
whk^ the Individual elicits tlMse avallat^ reinforcers" (Levitt 
Lubin, & Brooks. 1^ p. 73). Slmllaitjr. punishment or averrtve 
events "-pl^ a role In cteprefslon when averslve events occur at a 
high rate: when the individual has a heightened sensitivity to 
avcrelve events; and lastly. If the Individual lacks the neccssaiy 
coping skills to terminate averslve events" {Lewisohn & Hoberman, 
1985, p. 176). 

Finally. Lewlnsohn suggested a feedback loop that serves to 
maintain depression. Although itepresslve behaviors are Initially 
elicited by the tow rate of reinforoOTient those san^ behavlurs are 
then reinforced through concern, interest, or sympathy on the part 
of significant others. Finally, the depressive behaviors ulUmately 
causes these peopte to b^n avoiding the depressed person, 
positive relnforcen^t is fiuther reduced, and the depression is 
accentuated (Lewlnsohn & Hoberman. 1985). 

Cognitive Models (^Deprewioa. Whereas behavioral models 
cite the primaiy of reinforcement in dqjressioa active mcdds 
emphasizes the role of cognltlona Aaron Beck. Martin Sdlgman, 
and Lynn Rehm are major contrtbutora to the cognitive per^iec- 
tlve. 

Beck ( 1967) emphasized an InteracUve relationship between 
cognition and afifect Cognitions or automatic thou^ts occurprtor 
to an individual's response. If one's cognltiors are inaccurate or 
distorted, the ensuing affective response wiU be inappropriate. 
Beck ( 1967) contended that the dysphoria or sadness associated 
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with ttepression derives ftxmi a person's teiderc to iKterpret 
eaq]«rtences^dQirtved,cl£ficient,ordefeated.Thusdepxt»sslon Isa 
function of negative oognltlona 

Bec^ and his assodateo (Beds. Rush. Shaw. & Emeiy. 1979) 
described three cognitive strui^ures important to d^res^on: the 
cognitive triad, schemas, and cognitive enon*. The c^ooitlve triad 
are three thought patterns thai account for n^atlvlstJ c icteation: a 
negaUve view of sdf: of *he world, and of the fu'cre. 

Beck's (1967) concept of schemes Is sirnfUr to personality 
traits in that tiwy if|jresait a staUe a^tt-/e pat-'em. Evuyone 
molds raw data into n^aniiigfiil schemast tf * oi^inlv^ and predict 
oqierienoe. Depreaslves, however, develop certain sv^}en>rdinate 
schemata that they use to fUter and distort cnvlromnsntal stimuli. 
These thought patterns generally invd-ye a peijosaUve sdf view, 
and serve to moid stimuli tn a direction that is consistent with that 
view. 

pysfimctlorad or negative schm^^ result in and are main- 
tained by faulty Inforn^tionproceKdii^ These systeaimticennors in 
the logic crfthedepi«sslve*sthlnkingareliiDded "cogjiltiw errors." 
Thqr are automatic and involuntaiy f»nd are heavily nMsd upon by 
the ftepiessive inevaluatingexperieiKie. The result is thijUiiiigthat 
is extreme, negativistlc. categorical abscluie- and judgmental 
(Levitt et al. 1983; Lcwlnsohn & Hj^cnnan, 1985). 

Sellgman (1974. 1975) formulated the "teamed helpletjaness" 
model of depression. He contended that deprc^ion oc its in 
individuals who perceive themselws as (^tcklng control over 
environmental rewards and punlshera 

Sellgman emphasized the self-defeating attributlonai styic of 
thede|>ressed individual Attributions are postuliaed tovaiyalong 
three mf^r dimensions: internal ^^sus exb^mal stabk: versus 
imstaWe. and ^obal versus specifia Individuals make Internal 
attributions when they feel responsible for the outcome of an event 
and external attributions when they feci It was caused by others. 
Stable attributions occur when the individual fcsls that tlie causes 
of the event will renmin constant, as of^pi^ed to transitoiy. Ftnaliy, 
global attributions are made when the individual bdleves that 
event outcomes wiU Impact upon all areas of existence, vdille 
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specific attributions are made when causes are thought to be 
"sltimtlon-i^ieclfic'' (K^tow & Rdun. 1983). 

SeUgman postulated that depressed persons tend to make 
attribution for £ailure that are internal, stabte, and global In 
contrast, their attributions for suoce^ tend to be external, 
ui^table, and specific. The result ^x»rdlng to Ks^ow & Rehm 
( 1 983. p. 31) Is "an Insidious attrlbutional style that filters failure 
in such a vmy as to produce the afiiective. motivational, and self- 
esteem deficits associated with dqpression." Lewinsohn & 
Hoberman (1985) cited prcliminaiy evidence in support of this 
proposed relationship betv^n attrlbutional style and degree of 
d^ression. although data for younger populations are lacking. 

Hehm (1977) has develcqjed a thetwy of degression that 
presents it as a problem of self control He suggested that 
dq^ressives exhibit deficits in three inqxutant cognitive process: 
self-monitoring, sdf-evaluation. and self-reinforDement Dq)res- 
slves monitor their own behavior in two chamcteristic ways: They 
attend selectively to negative outcooKS. and also to immediate 
versus delayed reinforcement outcomes. They thus lade fixture 
pcr^)cctive and are trapped fay immediate consequences and 
outOTmes" (Gilbert 1984. p. 68). As a result they develop negative 
views of themalvES, the envlronnKnt and the future. 

Depresslves also have maladaptive methods of self-evaluatioa 
They either make external attributions for n^ative events, while 
viewing such adversity as beyond their control or they may make 
Internal attributions for these same events, while viewing them- 
selves lacking the skills to change anything. In addition, they tend 
to set veiy high standards for positive self evaluation, while 
exhibiting quite low thresholds for negative self evaluation. As a 
result they suffer from reduced self esteem and Increased feelings 
of hdplessness (Lewinsohn & Hoberman, 1985). 

Although comprehensive intervention strategies have not 
been generated two additional models of depression need to be 
mentioned in this section. The biological and life stress models of 
depression each provide information that is useful. 

Biological Models ofDepreasion. Biological models of depres- 
sion can be divided Into two main categories, those which focus on 
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the biochemical cGrrelates of depression and those wfaldi empha- 
size the role of gen^ &ctors. Mudi ci the l^ochonlcal research 
haa ce nt er ed on the actl<ms nmrotFansmltterB and thdir inter- 
actions with antld^ressant medications. Some evidence is 
piesent to IxKllcate that cdinormalittes In the me t Hhfl Hwn of 
neurotransmitters exist in dcpresslves and can be counteracted 
via antidepressant drugs. However no Indication has been made as 
to whether tlK sdtmormallties are aprtmaiy cause of the d^nession 
or a secondaiy correlate (Kashanl, Husaln. Sheklm, Hodges. 
Cytiya & Mdtacw. 1981; Snyder. 1975). 

The of ^netlcs In depression has been expanded prlmarlfy 
via twin and adoption studies adult popukitions. Research 
reviewed by KashanietaL(1981)indlcatesanav»age concordance 
rate of 76% for affective disorders in monozygotic twins, versus a 
rate of 19% for dizygaac twins. Similaily. SKlqitton studies have 
demonstrated an Increased rate of depression in adc^tees whose 
bicdogical parents suffered from an afiectlve disorder. Although 
several theories haw been promoted, the exact nature of genetic 
transml^on has not yet been determined. In mlditlon. the rc^of 
genetic factors in the etiolc^of depression for adc^scents hasnot 
been systemtlcally researched. Descriptive research does Indicate 
however, that depressed young people often have depressed 
parents (Schwartz & Johnson. 1^). 

11m Life Stiess According to the life stress model, 

depression is at least jmrtialfyaresult of environmental stresses or 
m^r llfie: changes that necessitate read}u5tment (e.g.. Job loss, 
divorce, death in the family, and so on). Research reviewed hy 
Kashanl etaL( 1^1) and Schwartz and Johnson (1965) indicates 
thatllfe stress may beacontilbutlngfactor.although notaprlmaiy 
cause, in depression for all age groups. However, the specific life 
stresses for young people m^ be different from those for adults. 

The theories and conceptual models discussed above vaiy 
widely with reflect to emphasis, scope, and empirical foundations. 
In addition, white some seek primarily to describe the disorder, 
others have evolral treatment Interventions consistent with their 
theoretical underpinnings. These Interventions will be discussed 
in a later section of this chapter. 
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PcprcMloiiPnrii^Adolrgceace 

No consensus has been obtained concerning adolescent 
dq>res8k>n. Classical psyclioanalytlc theory provided the first 
perspective. According to this view, "^the mechanisms ofdqjres- 
slon require a dlflferentlatcd and strong ego, as well as a stn>ng and 
functioning supcrega Neither of these enUtles is thought to be 
present before late adolescence or early adulthood" (C^rrison. 
Schoenbach. & Kajdan. 1985, p. 6U As a result tl^exlsteiKs of 
depressive disorders during childhood and early adolescence 
becomes subject 

Tl^ psjnchoanalytlc concept <^ "e^loiesoent turmoU" also has 
hada^gnlficant impact on nK>dds of dq>resslon.Acconilng to this 
formulation aB addesc»its go thiou^ a period of devdqniKntal 
turmoil which resembles psychopathoI(^. and which can be 
attributed to the naturally occurring phenomena of ^ regressloiL 
Inner unrest deviant behavior, and personality upheaval are 
considered normal manifestations of the devdopmental period As 
a remit the sl^ilftcanceof <tepresalve sympomisbecmxffisqiKStifm- 
aUte. giving "-jlse to tl^ amtenUim that although depressive 
symptoms amy be common during midescesice. they are a normal 
part of development and, therefore, dlnicaUy unimportant" 

(Garrison etaL.l^. p. 62).AsRotribins ami Kashani(1986} noted, 
clinicians who adhere to this perepectlve consider the absence of 
symptoms of ad(descent turmoil to be patholt^c 

The psychoanafytic model of depression was predominant for 
years. As a r^ult childhood and eariy ^descent d^resslon was 
discounted, while during later adolescence. It was virtually i^ored. 
More recently, however, resurgence of Interest has occurred In the 
study of depression acro^ all age groups. 

In the 196(te the concq>t of "masked depression" gained 
pqjulartty. According to this model depression does occur In both 
childhood and adotescence but In nany case^ Is not expressed 
overtly. Rather, it Is masked by "depressive equivalent" or 
behaviors/symptoms such as hyperactivity, irritability, aggres- 
siveness, delinquency, somatic and hypochondrlm:al conqdaints, 
airarexia nervosa, obesity, poor school performance, school phobia 
toss of initiative, social withdrawal, and difficulty In slewing 
(Carlson, 1981: Carlson & Cantwell, 198a Davis. 1983; Husain & 
Vandlver. 1984). 
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The concept of massed dqncs^on has {novoi to be both 
cxmtniveisial and difficult to vrfldate.Ca»teonand(^tW€ffl(l980). 
Cytiya McKiww. aiMl Buraicy ( 1980), and Itowffl» and Beck (19^^ 

haw been among those who are priniaiitjr re^pwjslWc for Its 
nifutatton. Based im their revtewoftteUteraturcKovMs and Beck 

(1977) concluded that "maskli^ bdiavtors" are ^^^^ f°J^^ 
tualized as presenting complaints. Caiison and CantweU H^O) 
concurred and added tlKrtsliK* these prEscntlngGOii4>lalnts<^ten 

meet the CTlteria fat other disorders. parUculaiisr bdiavtor distur- 
bances, they may dlwwt attention aw^ from the concomitant 
dqjressloa "Tto an atetdlntelanconductlngathorough interview, 

however, the dq>re8^on win not be massed" (p. 4491 

Cytiyn et aL ( 1^) carried tlK above thou^t a st^ further by 
cauUonlngthecilnlclantoasccrtalnwhlchleaturesdcMnlnate: the 
depres^vc equivalents or ti» d^r^stve symptoma If for example 
"-.acting out behavior predominates and the dqires^on seems 
secondary and of tesser magnitude in the dinlcal picture, thechUd 

shoukl be dla^iosed as having a conduct distuibaiux with 
depressive featui^-On the other hand. If the child fits the 
estaUished CTlterla for a dq>ressivc disorder, that slwuM be the 
primary diagnosis, with other diagnostic features stated as 
andBaiy^ (p. 23). 

Adolescent tunnoil also has beai refuted by recent InvesU- 
gatora (Rutter. Graham, Chadwlck. & Yule, 1976). Wtelner (1975. p. 
101 ) summarized his reviewofthehteraturebynotlng**~.that there 
is no common picture of addescMit tunnoU simulating psycho- 
pathology, that adolescents display no greater incidence of 
psychological disruption or Instability than is normatively found 
among adults, and that there is no ba^ for WaikDy expecting a 
troubled addescent to grow out of his adjustment difficulties." 
Garrison et aL (1985, p. 63) reviewed additional research and 
concluded that "..jnany types of adolescent dlstuibance are not as 
often presupposed, merely benign, transltoiy phenomena, but tend 
to foreshadow Important psychiatric maladjustments in adult- 
hood" 

With the demise of masked depression and adolescent turmoil 
as explanations for depressive symptomology. acceptance is 
present that depression exists across aU age groupa As Reynolds 
(1984. p. 172) noted, "The current general consensus among 
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researches (e.g, C^utecm & CantivdL 1980: Cytiyn. McKnew, & 
&ini^. 19^ Puig^tloch, 1^^). Is that the manifa^Btioa o£ 
depn»ston in cfaiklrm aiMl adf&soents is atmitar to that found In 
adtdta C(His^t%n^y, suiult criteria f<H- the diagtK^ c^(^ires8l(m 
are viewed as ai^rc^riate and appllcaUe to chlldrrai and addes- 
ccnts." 

The Reseofch Dta^wstic Otteria (RDC) (Spltzer. Endicott. & 
Rcdiins, 1978)and the DSM-m have gained wi(teaccq^ax«3eas the 
primaiy diagnostic dasslficatoiy systems for use by researchers 
and dlniclans. The RDC which provides greater specificity within 
the cat^iry of depre^ve disordo-. is used {Mlmailly in 
rrscarch settings. DSM-m. which ba^caBy contains the RDC with 
s(Mi^ modifications, is geared uKHre toward clinical UM; DSM-ni is 
currently con^dered to beaimlld system for use in diagnosing both 
diild and addescent d^r^ion (Cytiyn et aL, 1980; Pfi^r, 1986: 
Reynohte. 1984: Rcdsmnsft Kashani. 1986; Wein^. 1983). 

DSM-IIl supports the per^jectlve that affective disorders are 
oonadstentffinDSsagegroi^^. It ftoes, however, provide age-q>edflc 
associated features for prepubertal children, adolescent boys, and 
ddeiiy adults when deflning "major depressive episode," as well as 
minor vari^ions in addescent ox^t and social behavior for 
pysthmic disorder. 

Adotesoent d^resslon has thus run the gamut iiom being 
either denied or coimidered cUnically unlmjrartant to being 
accepted as an affective disorder which Impacts on the individual 
longitudinally. Neverthelras. the disorder ointlnues to be under- 
recc^ii^ and reiatlvdy n^^cted in the researdhi literature 
(Kandel & Davies, 1982; Poznanskl. 1^4). hi addition, many 
studio are beset by methodological and definitional problems, 
particulaiiy for nsearch which deals with epldemiolq^c^ and 
demt^r^hic varlat^s. Fbr example, the r^rted prevalenoe of 
^descent dqire^ion varies significant^ £»n(^ studies. The 
discrepancies may be caused by sampling differences, variations In 
assessment techniques, and by ambiguity r^aiding diagnostic 
criteria 

Sampling Dfl&iaices. As Reyndds ( 1985) noted, most of the 
data concerning dQir^ion in children and addescents is t^ised 
upon "CTnvenience samfdes," with subjects from various in- or 
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out-patient treatment settings. In acMltion. sub^t age varies 
wlddy across studies, with some sam{des composed of both 
children and »k)l^:£nta Therefore, not siuprl^ngl^, r^idts are 
di^>arate and generalization of findings to the normative popu- 
lation are problonatlc. Also. rdaUvdy few studies have used 
"nonclinical" or normal samfd^ 

A — gftnwii t DttferaicM. Considerable variation in the 
methods and moc^ties is used to assess depression among 
adolescents- Even where the same measure is used, cut-off scores 
for tevds of deps«s^on vaiy. 

Dia«DO^ Crtteiliu Although the RDC and DSM-m provide 
fonnal criteria for the diagnosis ttf depression, only reoendy has a 
consensus been achieved concerning the appropriateness of using 
these systenm with child and adolesorat pc^nitetlons as previously 
noted Subjective and non-standardized diagnostic criteria are 
prevalent in the literature with the resultingamblguity of research 
findings. 

The distinction betwecti depression r is a symptom vs. depr^ 
sion as a syndrome is also unportant within this context Whereas 
some studies have addressed the prevatencc of various symptoms 
of dqjresslon. others are concerned with ihe hiddence of dqjres- 
/e syndr&mec^. Slnsae the diagnostic criteria 1 ir the latter a»: more 
rigorous than frr the former, disparate incidence rates should not 
be su'T flslng. Ulth theie tauUons and limitations in mind, a 
summary of repnisentati^'e esearch firKH.nge* seems in oidex. 

Snmiiuuyof Reseuel' fading! 

i^iiilsal PopvilMioiis. King and PIttman found that 

26.6% of a sample of adolescent iw-ychiatric pailents fit the 
diagnosis for depression based on criteria consistent with DSM-m 
and RDC. 

Carlson and Cantwell (1980) found that 28% of a sample of 
adolescent inpatients and outpatients met DSM-ni criteria for a 
d^resslve disorder. 

Strober. Green, and Carison (1981) found that 25.6% of a 
sample of adolescent psychiatric patients received a diagnosis of 
major depression based on DSM-UI criteria. 
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Rc^3Hiis, Alessl. Code Poznansia aiK! Yanchysbyn (1982} 
fotmd that 27% itfa aanqite of idolesoent psychiatric inpatients 
fulfilled RDC dlterta for major depressive dlsoider. 

NgomI Popidatkm Albert & Beck ( 1 975 ) found that ^% of 
a samrte of 7th and 8th gratte students at a anhnrhan panwhlal 
school were moderately or severely depressed as measured by the 
short fonn of the Bedc Depressfon bwentoru (BDI-S. Beck & Beck, 
1972). 

Rutter, Giaham. Chadwldc and Yule (1976) In a rural En^lsh 
sanq]leof 14and 15yeardds.foundthat20.8%<^thebo9sand23% 
of the girls rqxnted often feeling miserable or depressed. 

Kandd & Davles (1982) ^Imlnlstered a 6-ltem sdf report 
Inventoiy to a laige sami^ of 13 to 19 year vAd adotesGcnts. The 
estimated rate of major d^res^ve disorder ranged from 13% to 
28%, depending upon the cut-off score sdected. 

Rcym^ ( 1983) administered a iiMxUiled version of the M>I to 
alaige sampte of 13 to ISyearoki ad<^soenta^>pllcatlon of Beck's 
( 1 967) cut-off criteria for moderate and »were depresslonyidded a 
prevalence rate of 18% 

Kaplan, Hong, and Welnhold (1984) almlnlstered the BDI to a 
laiige sample of Junior and senior high school students. Application 

ofBeck'scut-off criterlafor moderate and severe dqiressionyidded 
a prevalence rate of a6%. 

Demographic Trends. (Cf. Reynolds. 1985; Robbins & 
Kashani. 1986): Age: The inddem^e of depression seems to 
increase with age. with a significant elevation at the onset of 
puberty. Gender: Although numercms studies with adult popu- 
lations r^rt a higher prevalence of ctepresslve dlsordera among 
females, consistent findings have not been achieved with adoles- 
oenta Rcynt^ ( 1 983) did r^rt a strong gender difiference in his 
study with girls manifesting greater dqiressive symptomdlogy 
than boys. Kandd and Davles (1982) reported similar results. 

Btbnif; and Soctoeconomic ^atns (SES): Although these 
variables have not yet been systematically address«l foradolescent 
populations, Kaplan et al. (1984) did report higher depression 
scores among the lower social class adolescents in their sample. 
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The previous infonnatlon Is orldence that dqire^lon Is a 
major mmtal health problem for adolescents. The significance of 
the problan becomes even more aj^jarent when the nature of the 
idattonshlp between depression and suldde is examined for 
adolescent populations. 

Pcpittrion and SateMc PngfagAdotosceiice 

Dq>ies8lon isastitmgamtrlbuting&u^r to suiclikdbdiavior 

in adults (Carto & Cantwrifl, 1982). Acconllng to Guze anA 
iUbins(1970)coiiq)]etedsuici^ is 30 tiii»sii«>re prevalent amc»^ 
adults suffering from primaiy affiecttve di8<mler8 than it te among 
the general population. Slmllariy. studies reviewed by Moigan 
( 1979) Indicated ihat 50% of the SKiults who commit suicide show 
signs of depressive illness. Depres^on Is also the most conmion 
diagnosis among adults who attempt suicide (Welssnmn. 1974). 
Studies reviewed by Weffer (1986) Indicate that somewhere 
between 35% and 80% of adult suicide attempters are depressed at 
the Ome of the attempt 



^on andsuidcte foryoungerpopulations. Eailyreseandxers (Balser 
& MasteiBon. 1959; Bender & SchUder, 1937; Despcrt 1^2; 
Schilder&W^schler. 1934) coraiuded that depression was not an 
important fBCbar to the suicidal behavior of children or adoles- 
cents. Only recently has this perception changed. Indeed, research 

concemliig the relation^p between adolescent d^ression and 
suicide Is stUl in its in&ngr. In additicm UMJSt studies suffer from 
the same weaknesses that were mentioned earlier. Although to 
make axiy global summary statements concemii^ the data Is 
dlfUcult research does point out some interesting trends. 

Cooqpleted SateMe. In one of the few studio dealing with 
completed suldde. Shaffer ( 1 974 ) found that 42% of a sample of 1 2 
through 14 year old suldde victims IN = 30) showed signs of 
depression. Carlson and Cantwcll (1982) noted that Siaflfer was 
unable to interview surviving relatives of the vkrtlms and thus had 
to rely upon ofildal records in the collection of his data. As a result 
the percentage of d€|)resstve synqjtonB may be an unctorstatement 

dtdieA Populattons- Attcmptrd ^dcl^ Crumley (1979) 
examined the clinical diagnoses of 42 adolescent suicide 
attemptcre from his private psychlatrlcpractlce between 1972 and 
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1978. Using DSM-ffl diagnostic criteria, he found that 80% of the 
sanxp^ sufifered from sytHfaxm^ charar;tol2«l dqpres^we 
episodes or dqpressed mood. M^or dqsresslon was the predom- 
inant diagnosis, accounting for 60% of the total sample. In 
addition, personality disoiders were diagnosed for 65% of the 
sidjjects, with Borderline Personality Disorder (BPD) the most 
frequent (55% of the sanqsle). M but two of the subjects who were 
diagnosed as suflferiiig from BPD were also diagnosed as suffering 
from a deprive disorder. It should be noted that giris outnum- 
bered boys in this study by a ratio of 2.6 to 1. 

Friedman, Clarkln. Com, Amoflf. Hurt and Muiphy (1982) 
provided additional data concerning the interrelationships among 
affective disorders, BPD, and suicidal behaviors. Their sample 
consisted cf 76 adolescente who had reoentiy been dischaiged from 
a psychiatric ho^ital Fifty-two percent of the sut^ts fulfilled the 
diagnostic criteria for depression, and 22% met the specific criteria 
for major depression. With one excqjtlon, aU subjects who had 
attempted suicide were depressed. BPD was diagnosed for 16% of 
the sample, and every one of the individuals in this categoiy also 
met the criteria for an affective disorder. In addition, eveiy 
afiatlve/borderiine subject in the sample had attempted suicide, 
with those in the nmjor depre^on categoiy making both more 
frequent and more lethal attempts. The researchers conduded that 
adolescents who manifest this dual diagnosis are at veiy high risk 
for successful suicide. 

Garilnkel, Froese, and Hood ( 1 982) examined emeigency room 
admissions at a pediatric hospital over a 7-year period and found 
505 children and adolescents who had attempted suicide. Consis- 
tent with Crumley's (1979) data, girls outnumbered boys by a ratio 
of approximately 3 to 1. Results showed that 553% of the subjects 
exhibited dysphoric affect 

€ninli:al Popnlattost— SniGidal Attempti and Suicidal Idoi- 
tion. Carison and Cantwell (1982) a^essed the correlates of both 
suicidal ideation and suicidal atten^ts for a sample of 102 
psychiatrically referred children and adolescents. The subjects 
were interviewed and administered the Child Depression Inven- 
tory (GDI) (Kovacs & Beck, 1977). Severe suicidal ideation was 
found to increase around puberty and to correlate with increas- 
ingly severe depression. Forty-five subjects exhibited no suicidal 
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ideation, anoth«- 45 had some suicidal thou^ts, and 1 2 seriously 
fat like klUing themsdves. Subjects in the latter group were rated 
as seriously deiwessed and 83% of them met the diagnostic criteria 
for ms^T affective disorder. The frequency of aflfectlve disorder 
diagnosis was a^nlflcantly higher for this groiq) than for either of 

the two other groups (33% for those with some suicidal thoughts. 
axMl 1% for tlMJse who tsbOAted no sulddal icteatbmK FlnaSy. 
results indicated that 63% of the sutgects with dqiresaed CD! 
scores were suicidal as comqjarKi to 34% who were sulddal but not 
dqnessed. As a result. Caxteon and Cantwdl (1982. p. 365) 
concluded that "there Is a direct association between feeling 
depressed (as rqxjrted by GDI and Interview) and fieellng sulddal" 

T\venty-two of Carlson and Cantwdl's (1^) subjects indi- 
cated that th€y 1^ previously made a suldde atteiiq>t A m^ority 
oftlKse(17)w«eadoksoents.0even sublets were ho^tallzed as 
a result of their suidde atten^ts and they w«« significantly more 
dqiressed than nonho^italized attaiq}ters. Eight of the 1 1 
luispltalized att»^^ter8 met tl» diagnostic i^teria for m^or 
affective disord^. as c^^osed to 3 of 1 1 for the ramho^itsdized 
group. As a ivhsAt however, dqiressed subjects who make suicidal 
attenq}ts were barely more ojmmon than attcmpters who were not 
depressed (as measured by the O^l Cailson and Cantwdl ( 1982) 
conduded therefore, that the rdaUonship between suicide 
attempts and dqwession is not as dear as that between sulddal 
Ideation and depression. 

Brent Kalas. Edelbrock. Costello. Dukan, and Conover (1986) 
examined the relationship between psychopathology and suicidal 
behaviors forasanq>teof231 psgnchlatricalfyr^Brred children and 
adolescents. Each subjert received a structured interview. Results 
indicated that conqxments ofdeprraslon were the most significant 
correlates ofboth sulddal ideation and attempts. Bmitetal(1986, 
p. 672) coiMiuded that "Either dqires^n jds^ a laiger role hi 
youthful sulddal behavior than heretofore realized, or these 
findings may be attributable to the characteristics of this psychla- 
tricaUy referred sample." 

CUnkalPopiilaiioBs— Lethaltty of Sfdciite Attempts. Glspert 
Wheeler. Marsh, and Davis ( 1985) examined the medical charts of 
82 adol'^scents (ages 12 to 18 years) &dmitted to a hospital 
adolescent unit because of suicidal threats or attempts. 
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Depression (as measured by the CDII was found to be posIUvely 
coSeiated with suicidal risk. That Is, subjects who were more 
depressed, were also more intent on fellUng thanselves and had a 
dearer percepUon of the lethality of their methods. 

ItobblnsandAtesslCiaSSlexamlnedtherdaUonshlpbetw^ 
df^resstve symptaata and suicidal behavtw in a san^ of M 
hwttallzed adolescent psycWatrtc patients (ages 13 to/f »• 
SuWectspartlctoatedtoastructuredtatmiewaiaiww 

teitdthe Schaiute ^4flfecttoc Da^wders and SdO^iwito 
(SA?>S; SpltKsr & ESiditMStt, 1977). Results were cwirf^t with 

those of Gispert ct aL in tl»t depress 

po^tivdy associated with sulcKfel todiavlor. particutoty J^ja"^ 

onitt«aimt Spedfkalfy, 83% of the sid^^ 

scricMwattempts met the diagnostic criteria for m^r depressive 

disorder. 

ffonaatlve PopnUtlons-Saiclde Attempts and Snlcidal 
jA.,^^ fimifh and Crawford (1986) fgcamined the reiallwi^ 
between dqires^n and suld^ bdiaviors for a 31 3 

high sdiool stutota Each subject i»n^tedbotii ti«HDl and a 
svffvcy of sulcide-ielHted bdiavlors. and were divided Into foiur 
nmtuafiy «>edu^ groups: Ncwisulcldal (n = 117). J^^rs (n- 
imPlimei8(n = 46).andAttenq>tere(n = 33).TheBOr^a«J 
used to Wentlfy those In each group «^ were nmitedly dq>re8sed 
(score of 2 1 or above). Smith and Crawford ( 1986. p. 31 ) 
ized: -Only 1.7% of the Noi^ulddal group scored as maA^ 

d«>re88ed. compar«l to 11.1% of the Idcators. 32-6*/. 
Hmmcrs.and42.4% if theAtteiiq>ters.Appro3dniately 14.1%ofthe 

total high schod group presented themselves w 

dqpressed. Depression was more common among femates 118^'*) 

tlmn amoi^ mates (5.6%)." 

Althou^ the above findings are prdimlnaiy and skewed 
toward dinlc^ peculations, they suggest that depression is a 
significant contributing fiewtor to ad<te^t suicide. 

Son% rescantes. while admitting the link between dqjres- 
sloi . and suicide, assert that a third parameter, hopelessram If a 

betterpredfctorofsuicidalbdiavlorBdfewton. 1986).Tlicrdatton- 
shlpbctweenhopdesanessanrisuicldalldeation/attemptwasflrst 
Juried for adults (Beck, Kov^&Wtelsmann. 1975) and has not 
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been consistently re^lcated for younger pcqnifatlons (Kazdin. 
French. Unis. Esveldt-Dawson. & Sherick. 1983; Carlson & 
Cantwell 19821 Nevertheless, to continue to pay particular 
attention to this variabte would be wise. Hiqjetessness emeiges as 

the prlmaiy active con^xment of depressive symptomoh^and 
suicidal behavior. 

In summaiy, the relationship betwKn depres^on and suicide 
during adolescence is not straightforward. Suicidal bdiavlor may 
result from depre^oa but an addesorait need not be depressed fra- 
suicide to occur. Also, all dq>res8lim does not lead to suicide. 
Depression remains, however, the nwst onnmon ctenominator in 
both suicide attemptras and comjdetere. Thus, the presentation of 
depressive symptoms should be taken seriously and shotiki alert 
significant others to the possibility for self-destruction. 

ASSBSSMENT/lllEtilMBNT/FIIEVraTION 

Therapeutic intervention for the dqnes^on and suickial 
addescent inw^ the imptemcntatlon of strat^ies that impinge 
upon both. Without question an initial emf^visls must be placed 
upon suidde [^'evention. Once the risk of imminent suicide has 
been diminished, the dq)re8sion can be more saSdy treated 
Intervention strategies tailored to contend with ttx initial suickial 
crisis are examined elsewhere in this text Therefore, we will 
emphasize those strategies develqsed for d^resslrai. Please note, 
however, that these strat^es comprise only part of the treatment 
package necessaiy for the suicidally depressed addescent The 
section will be divided into three subsections: Assessment 
TYeatment and Prevention. 

AMKMBmeiit 

Assessment measures, the first step In the Intervention 
process, can be used to screen at-rldi populations, to assess the 
level of depression In already identified dlents, or to judge the 
effect'-eness of Intervention strat^es. Accordlr^ to Reynolds 
(1984, p. 173-4), two primary approaches exist to the a&sesament of 
depression: "The first approach focuses on the assessment of the 
clinical syndromes or symptom clusters which f«mprise the 
diagnostic dasslflcations of depression such as DSM-HI's major 
depressive disorder. The second assessment approach views 
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depresstoi from a depth or severity per^)ective wlth<mt the 
s|)a:t&atlon of siyiiqitrai-diuterB. Asse^nent cS dqnesston In 
this context is ^icafijresEpressed by a «»re omtinuum v/hkch nv^ 
be translated into levds nm^ng knm nond^ne^ed throi^ 
severely deprrased." Remolds ( 1984) noted that most instruments 
developed to a^ess adolcsc<*nt depression follow the second 
approach. 

Inbtruments de^g^ed to assess depres^on in dilldren and 
adolescents have been developed within the last decade. A number 
of fonnats have beoi used, including sdf i^rt inventories and 
Interview schedules. Interest in chlklhood deinesston has be»i 
grater than for addesc^nts resulting in le4 ii^truments for 
adol^c^ts although a number of measures ^mn both de^op- 
mental stages. Also, some instnunents for adults also have been 
found to be appn^riate for addescents (f <:yndds, 19851 

Mf-Rqwft Meames. Two instruments developed by Beck 
and his associates have been found to be useful with young dienta. 
The first the fiecfc Oei^csston Inventory (BDI) (Beck. Ward. 
Mendelson. Mock. & Ertsaugh, 1961 ) Is frequently administered lo 
adolesoents (RqntioWs, 1985). Hie Invoitoiy consists of 21 items 
and yldds a sin^ score that r^ects the test-takiat^s position 
rdatlve to four tevds of depre^ve symptomcdc^ (nond^ressed. 
mild depression, moderate dq^r^on, severe depression). The 
second instrument the Child Depness&m Inu^iinn^ (CDI) (Kovacs 
& Beck« 1977; Kovacs. 198 1 ). was modified from the BDI into child 
appropriate language. It contains 27 items and has been adminis- 
tered to clinical and normative san^les containing subjects from 
ages 6 to 17 (Kaslow & Rehm. 1983). 

One measure, the Reynolds Adol^ccnt Depression Scale 
(RADS) (R^olds, 1981). has been develoftexi specifically for 
adolescents. It consists of 30 items, and like the BDI and CDI. It 
follows a self report format 

Interview M«mre». Hie Schedule for /Effective Disorders 
and Schizophrenia (SAI>S) (Spitzer & Endlcott 1977) is a semi- 
structured Interview instrument designed pnmarify to differ- 
entiate between depressed and nondepressed adulta It has also 
been used with adolescents (Reynolds. 1985). In addition, the 
Kiddle-SADS (Pulg-Antloch & Chambers, 1978) has been derived 
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from the SADS, for use with chtidren ages 6 to 16. Both 
Instruments yldd DSM-m discloses for a number of cat^orles 
(Koiko, 1987). 

The Hamtltm Depression Rattng Scale (HDRS) (HamUton. 
19^} Is a 17-item instrument designed to measure dq>resslve 
^mptoiic k^. It has ^rhlevcd wide with cdults and is also 
iqppn^rlaie for actotescents. The HDRS Is primarliy a nK»sure of 
se\^ty (^dlnlcal c^resskm whidi "a&ows the i^er to probe for 
psychotic or dduslosm) syn^toms which are precluded when one 
uses s^-rq3ort measures such as the BDI of RADS" (Reyntdds. 
l^p. 155}. 

Treatmeiit 

D^ression treatment has traditionally been the domain of 
psiychlatiy and the therapy of choice firequ^tiy has been phanna- 
coh^cal interventions. More r»3ently, however, other treatment 
methods have been established. This subsection will review 
strategies representative of both the pharmacological and the 
psychological iq^proach^ to treatment 

Fhannaoolo^cal I ntc if cii tioos, Tiycydilc antid^ressants 
have been prescribed for young patients since the 1960s 
(Hodgman. 19851. Monoamine oxidase Inhibitors and lithium 
carbonate £ilso have also been used, although to a lesser d^ree 
(Reynolds, 1985), In spite of frequent clinical use. the effectiveness 
of antidepressants has not yet been established via controlled 
nesearch. although uncontrolled studies have claimed p(»itlve 
results (Robblns & Kashani. 1986). 

The use of antidepressants In treating the adolescent who is 
tKJth depressed and suicidal must be carefully monitored, parti- 
cularly for the client who has a hlstoiy of alcohol abuse. Antide- 
pressant moiicatlons m^ enhance the depressant effects of 
alcohol, thus increasing the dangers of a suicide attempt (Medical 
Economics Con^^ny. 1987). 

Sehavlonl ^ipnHiches. Behavioral strategies have been 
developed tor the treatment of depre^lon. Two approaches are 
social skins training and activity levd incr^tse programs. 

Social skills training approaches are based on the premie that 
depression results from the absence of social skills that elicit 
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positive consequences from others. The goal is to enhance those 
skSBa that elicit reinfoiveiiient (Lewlnsoha Blglan, & 1976) 
with training padoiges including modeling, rc^ ptej^ng. feedb^^k. 
Instruction, situation logs, and homework practice. ^lediflc sklHs 
{e^ contact, posture. <Mr voice quality) or iniq;>rovement of inter- 
personal style are the focus of treatmmt (Kaslow & Rehm. 1983). 
Although sodai skills training has been heavily researched for 
adult {x^ulatlons. neither the prevalence of social skills deficits 
not the efllcacy of social skills training have been systematically 
assessed for adolescents. 

Activity level increase pn^rams are a^ l^sed on the premise 
that depression results from low levels of environmental reinforce- 
ment Depression Is further conceptualized, however, as a reduc- 
tion in activity. The assumption Is that the Individual has the 
necessaiy social skUls, but is not doing enough to be reinforced 
(Kaslow & Rehm. 1983). Activity level increase programs are thus 
based on the rationale that an increase In pleasant or rewarding 
activities will be accompanied fay an increase in the level of 
response -contingent reinforcement, and that this in turn, will 
result in a reduction in the symptoms of depression. 

Kaslow and Rehm ( 1983, p. 30) Indicated that the ftdlowlng 
program a>mponents are typically included In activity pn^rama- 
"(1) monitoring mood and activity level In order to obtain a 
baseline. (2) identifying iM}sitive activities in an individual's 
repertoire that correlate with daily feasant mood. (3) instigating 
Increases in those activities that are jKitentially reinforcing, (4) 
decreasing n^ative activities that oorrdlate with native mood, 
and (5) setting up environmental contingencies to reinforce 
Incrrased p(^tive and decreased native »:tivlty." Strat^es to 
Increase pc^itlve activities Indude scheduling activities, pairing 
n'ore frequent p(»itive behaviors with th(^ which are less 
pn^saUe (the Premack principle), or providing relnforcen^t 
prt^rams which are either sdf-managed or Gctemally contrc^led. 
A^n. research ass^dr^ the efficacy of activity level increase 
prc^rams has been conducts primarily with adults and has 
yielded only i^urtially successful results (Kaslow & Rehm, 1983). 

Cognltivp Approadies. Strat^ies for the treatment of depres- 
sion have been based ufwn rognltive models. Beck and his 
coU^igues (1979) have developed an Intervention package based 
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on automatic ne;gative o^nltlcms with the goal to a^t the dient 
In identifying orataln assunqitions and thanes that support 
recurrent patterns of negative thinking. 

Beck contended that cog^tlve therapy should contain both 
bdiavloraland cognitive strategies and that tl% forn^^unildbe a 
priority ^urty in treatn»nt because depressed dients <Htai exper- 
ience dlfikulty moviitg directfy into cognitive taska The impor- 
tance is to quk^ ^taUlsh positive activities and to preclude 
withdrawal Lewinsohn and HcAierman (1985) summarized the 
techniques that are utilized toward these ends: graduated task 
assignments, activity schedules, mastery and pleasure rating, 
assert! veness training, behavioral reheaisaL and role plarylng. 

After some success, the emphasis is moved to c(^)nitivc 
distortions lii^ch are prlmarlfy re^pcmslbte for maintaining the 
depressive state. Ks^ow and Esiua 11983, p. 31 } sunmmrized the 
cf^itlve techniques that are used to assist the client in idmU- 
fylng. reality-testii^ and modifying these distortions: "(1) recog- 
nizing the connection between cc^nitlon. afifect and behavior. (2) 
monitoring negative automatic thoughts. (3) examining evidence 
for and against distorted automatic thoughts. (4) substituting a 
more rc^ty-oriented interpretation for distorted cognitions, and 
(5) learning to Identify and modify cfyshmction bdids." Ct^nltive 
therapy findings have been generally posiUve (Kolko. 1987). 
although few studies have ass^sed the ^proach for adotescents. 

Sellgman's l^med helples^iess modd also has a o^ltive 
tmse. and it too has yielded a treatment ^proach (Seligman. 1^1). 
A(x»rdlng to this modd. degression Is the result of foulty attri- 
butions of control and efncacy (Kolko. 1987). Propf^ed treatment 
strat^es induded: (1) environmental enrichment— to increase 
desired outcomes white decrraslng unwanted on^ (2) personal 
contrd training— to foster e3q>ectatlons of control; (3) resignation 
training— to reduce preference for und>talnable outcomes: (4) 
attribution retraining— to replace imreallstic attributions with 
rustic onea Only a few actual applications have been made of this 
approach, however, and no reports concerning adolescent popula- 
tions. 

The final cognitive a|^rc»ch is bas«l on Rehm's sdf-a)ntroI 
modd (tfckpre^onReoomiiKXKiedtrEatni^ntas summarized by Kolko 
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(1987. p. 156). inweaves tmlnlz^ In activitl^ such as "oKinltoring 
positive events and self statements, engagii^ In those behaviors 
and thoughts associated with positive affect emphasizing kmg- 
tenn positive consequences and development of achlevcal^ goals, 
making more legitimate attributions, and providing more faequent 
self-reinforcement" Unfortunatdy. no rqaorts are avallalde of the 
use of sdf control therapy with d^ressed children or adrfesct its. 
Kaslow and Rehm ( 1 983) bdleved, however, that the modd might 
be usefiU In teaching skills for avoiding depression, and that it thus 
has promise as a primaiy pi invention procedure. 

Fsmfly Appnmc^BB. Adherents of the "systems" perspective 
view the d^ressed adolescent as evidence that the family nay be 
malfunctioning. The adolescent might for example, be playing a 
"sick" role In a homeostatlc although maladaptive family system. 
Thus, one can ejqpect other family members to resist any change in 
the adolescent As a result involvement of the entire family in the 
treatment Intervention becomes a necessity (Guttmar 1983). 

The role of the femily in the sucxessful treatment of the 
depressed adolescent remains crucial. Robbins and Kashani 
( 1986) noted that the clinician must be aware of both the effect of 
the dient on the family, as well as the effects of the femlly members 
on the dient Ftunlty support and nwtumnce which would 
effectively relieve "normal" sadness are inejfective for the 
depressed adolescent As a result depression becomes f signi- 
ficant stressor, even to psychologically healthy family. Intei .entlon 
thus must indude and be sensitive to each family member. The 
effects of other family members upon the depressed adolescent are 
probably most significant in those cases where one of the parents 
also suffers from an affective disorder. Robbins and Kashani 
(1986, p. 79) pointed to the negative impact depressed parents have 
upon their children. These authors conduded that "Interventions 
dearly have to indude appropriate treatment of the parent's 
affective disorder as well as identification and treatment of the 
secondary pathologic interactions." Research reviews (Reynolds. 
1985) indicate that a significant proportion of depressed ado'es- 
cents have a family history of affective disorders. 

A Multimodal Perspective. The treatment approaches dlt>- 
cussed thus far each emphasize a different facet of the inulvldual's 
life experience. Because of multiple etiologies and resulting 
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caaapkxity c^depres^on (Petti. Bomstela Ddamater, & Omners. 
1^). one is not suiprlsed to And that each strategy can dalm 
some success. Therefore, the most effective means of treating 
dqsresslon might involve a concerted multimodal ^proach. I.e., a 
structured combination (tf these strategic 

Hie multimodal e^pn^ch is actually used quite often in 
clinical setting (eg., co-application of pharmacolc^ical and 
psychological treatments). Multimodal models have been mini- 
mally researched foryounger populations although in one relevant 
study. I^tti et al. (1980) made use of dynamically-oriented psycho- 
therapy, social skills training and antidqjrrasant medication in 
their treatment of a 10 year old depressed girl. Although their 
findings demonstrated the efficacy of the multimcxlal therapy, the 
contributions and interactions among the components were not 
delineated. 

Intezvening in ti» SoboOl Settfng. Hie increasing rates of 
both depression and sulcicte among adolescents su^ests that 
prevention and Intervention might be effected In the school 
setting. Since schod personnd ^nd considerable time with 
adolescents, this appn^u!h seems to have merit School counselors 
and schod fi^cycho^sts should take the lead in this endravor. 

Forrest (1983) promoted a multimodal model of prevention 
and intervention for use by school counselors. His approach allows 
the coun^kir to investigate and treat the major components of 
depression. Included in the Investigation phase of the intervention 
are the following strat^^- 

assessment of the cognitlw-afTectlve characteristics of the 
student; 

examination of environmental stressors that may contribute to 
the onset of depression; and 

assessment of the coping behaviors poss^sed by the student. 
Treatment interventions are 

1 . cc^itlve strat^es such as 

self-<»teem building, 
self-control training, 
and cognitive restructuring. 
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2, behavioral interventions such as 
social skills tralnii^ and 
activity level increase pro-ams, 

Fbrrest thus propc^es that the schocd a>unsdor consl<ter a wide 
range of intervention techniques in treating the deprrased 
£doIescent 

Coats and RQOidds (1^3) provicted some data on school 
Intervention in a study that evaluates the treatm^it of dq^ressed 
adcd^centa Tliirty moderatdy and ^wrely d^reraed subjects 
were randomly assigned to a o^nitlve-behavloral treatment 
(derived finom the modds of Beck. Lewlnsoha & Rehm), a relaxation 
treatment or a irait-list control groiq>. Both treatment conditions 
provided induction in depr^on. Reynolds (1^5, p. !68) inter- 
preted these results as indicating ""that mocterote and severe levds 
of depression in adcdescents can be effective^ trea^ by psychrf- 
ogists in the schocd setting.*" Although Reynolds' findings are 
prdiminaiy, th^ point toward the Bchod as a lexical site for the 
treatn^nt of adok^nt depression. 

Prevention 

Prevention is divided into two subcategories: primaiy prcveii- 
tlo,-^ and secondary prevention. 

Frimaiy Frcvimtloii. Prl^nary prevention involves the removal 
of those factors that cause a disorder. Although uncertainty 
regarding the etlolc^ of depre^on makes this a difficult task, 
some researchers have begun to address it Reynolds ( 1985. p. 1 70), 
for examplct Indicated that he was developing "a multicomponent 
affective curriculum to promote the prevention of depression in 
adolescents.** 

Secondaiy Preventton. The m^yor component of sm>ndajy 
prevention is early detection and treatment Individuals who have 
primary contact with the adolescent becomes crucial. As Rot^lns 
and Kashanl { 1 986) noted teachers, social workers, school nurses, 
(^latricians. and general practitioners fall into this category, and 
would logically serve as prlmaiy referral sources. Refolds ( 1985) 
indicated that early detection also would be facilitated via the use of 
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^scenlng technlqi^ In ll^t of tire tow cost brevity, and group 
admlnlstiaUon formats found In 8®sessn«nt Instruments, the 
screening of entire schools beajmra feasible. 

Althou^ approaches to both prtmaiy and secondaiy preven- 
tion are stin In the early stages of dcvdopment the latter seem to 

show more promise. Schod personnel need to take a leaier^p 
nde In this important endeavor. One can anticipate that schod- 
wlde pnjgrams of eariy detccUon and treatment for adolescent 
dqiression win tower the suldde rate for that pqiuIaUon. 

CONCUJSIONS/IBIKJCATIONS 

HopeiiiUy, this chapter has provided relevant informaUon and 
generated Important questions concerning addescent deiir«*sIon 
and suicide. Depression is emaglng as a major mental health 
problem amongadc^scents with manifestations similar to adulta 
In addition, InqxMrtant links exist between depression and sukdde 
among adc^scents. Data deariy indicate the increased potential 
for suicidal behaviors in the pnraence of depressive disorders. 

Continued research is critical. The relatlw absence of data for 
normative populations needs to be remedied, to Mhleve a better 
perspective concerning the incidence crfdepresslon among addes- 
cents and Its relationship to suldde. Systematic exptoratton of the 
various models of depression is also needed. Of course, a related 
effort to evaluate the efficacy of various treatment strategies for 
adolescents should be a high priority. 

Public education Is iweded r^arding adolescent depression 
with parents and school personnd the primaiy taigets. To do so is 
partictdaxiy crucial given the lack of reo^ition of adolescent 
deprestion (FVledman et aL. 1982; Husain & Vandiver. 1984). The 
proUem is further exacerbated fay substance abuse. According to 
Hodgman ( 1985) many adolracents participate in substance abuse 
to cope with depression. This proc^ of "self medication" affects 
accurate dla^c»is and treatment 

Even though depression does not necessarily lead to suicide, 
and an adolescent need not be depressed for suidde to occur, 
depressive symptoms should alert others to the possibility lor self- 
destructive behavior. Depression has a catastrophic effect on the 
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adolescent and those around hlm/hen even without suicide. Thua 
prevention and eaify Intervmtlon strate^es are important Hie 
xhcxA setting Is tlM logical site for tl^se endrarars, with schod 
cminsdors and schod i^!)^cho!<^sts tl:^ Ukdy candldaies for 
leadership rolea 
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iWItUOALABSTSACTs A comprehensive psychological 
oss^sfivni: suiiidal adcdesexmt patienis pmiHdes a 
ivealth data that is us^ul in both the assessment of 
sutcidalriskandgenemtlngappropTiatetr&itmentsjnte- 
In OUs chajOer are desalted the "^^^em du^xHs" 
that present a picture of adolescents at high risk for 
suicide. A case study. Including a psychological report 
serves as an illustraticm. 

The identlflcatlcai and assessment of suteide potential Is the 
^»ntlalcoin{X>nentin maimgli^uid treatli^ suicidal addescent 
patients. The assessment process begins at the time a mental 
health or health care provider becomes aware of a patient's suicidal 
thoughts. Intentions, gratures. and/or attonpts. Because oS the 
iiece^ty of on-going assessment in sulddal adc^soent patients, 
the line between asse«»nent and intervention is rareJy cfear. 
Unfortunatel: , oftoi the uiigency to ^ the patient and to initiate 
interventloxi takes priority over a thoroiigh and formal psycho- 
h^cal sK^essment In this chapter are considered inten^iew and 
assessment strategies, as well as the more thorough and preferred 
formal psychoI<^Ical assessment 

When the mental health provider's skills do not Include formal 
psychodla^iostlc training and experience, referral should be node 
to a psjrhologlst for a complete cTcaminatlon, The histoiy, life 
stressors, family dynamics, and suicidal potential of the {mtlent 
must be fulfy as^ssed by a qualifled psychoI<^st Less formal 
rating scales and interview formats may be utilized by staff at 
various levels of training and acn^ all disripUnes, a^uming their 
familiarity with the instruimnts, recognitions of the [^ychometric 
limitations, and when the information is i^ed In consultation with 
other professionals for discussion of the patient's status. 

CONDUCTING THE INTERVIEWS 

Parent Intuview 

A thoroi^ history of the patient obtained from parents or the 
prlmaiy caretaker is most desirable. Although it is rK>t alw^ 
possible, a parent interview can be obtain«i in mr^t cases when 
adolesc^n^ pr^nt for either outpatient or inpatient treatment In 
many cas^ parents will require some immediate intervention as 
they are often in distress and anxious regarding their child's 
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cunrotmoUonal condmon and safety. The experienced th«^^ 
win recc^lze the parents' need to ^lare their aiwletles and fears 
and affoid the Ume necessary prior to conducUng the hlstoiy. 

Many formats for obtaining a thorou^ hlstoiy o^®*- Soi^ 
hlstoiy forms designed to be comi^ted by parents provide limited 
informauon due to the nature of the instrument That iB,jhen^ 
•Sres • or "no" response to an item Is viewed as acceptable or the 

I^t is required to irorely "check" items ona^^!!!^"^ h.^! 
qualltaaveSiddvnamlcaspectsn^ybel^Tliese 

"parent questionnaires" are exigent adjuncts to the Inteiview. 
but shoidd not be considered a replacement for a thorough hlstoiy. 

Asking a series of quesUons In a structured but open-ended 
format related tothechild'sbacl^und and developmentprovldes 

the interviewer with considerable information to be used in 
assessing the patient s status. During the history, the foUowlng 
factors shoukl be wldressed: 

1. Presenting Problems/Current Status 

a. Parents' description of presenting problems 

b. OveraU emotional status 

c. Changes In behavior 

d. History of suicide gestures/attempts 

e. Statements regarding death wish 

2. Family Constellation 

a Mother Inatural. step-, age. occupation, education. 

health) ^ ^, 

b. Father (natural, step-, age. occupation, education. 

health) 

c. Length of marriage 

d. History of divorce, separation, or marital discord 

e. Relationship with extended family 
f Ages, sex of siblings 

g. Relationship with siblings. 

3. Clinical Impressions of the Parents 

a. Hlstoiy of learning and/or emotional problems 

b. Alcohol/drug abuse history 

c. Emotional status 

d. Clinical impressions impacting child 

e Too much/too Utae involvement with child 
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4- Devdopmental History 

a. Pre-t pert-, and pMt-natal factors 

b. Feeding 

e Etevdqpmental milestones 
1) Motor 
2} Language 
3} SodalizaUon 
4} DaUy living 
5) Urjisual behaviors 

d. 1st two years of life 

e. Pre-schooJ fetors 

5. Medical Histoiy 

a. Medical problems 

b. Accidents, injuries 

c. Last pl^ical examination 

d. Sex education 

e. Adjustment to adolescence 

f. Speech, hearing, vision 

g. Fevers 

h. Unconsciousness 
1. Seizure histoiy 

j. Complaint of dizziness, headaches, poor sleep 

6. Academic History 

a. Day- care 

b. Pre-scho<d 

c. I^ndergarten 

d. Schools (public private) 

e. Special ctesses 

f. Adjustment to kindergarten and 1st grade 

g. School performance 

7. Interpersonal Factors 

a. Friends 

b. Small groups/large groups/loner 

c. Leader/follower 

d. Adults/peers 

8. Home Environment 

a* Own room/share with sibling/other 

b. Hobbies {casual, physical) 

c. Television 

d. MovlK 
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e. Dating 

f. Allowance 

g. Curfews/bedtimes 

h. Re^nsibUities around the home 

This Information lays the foundation against which the 
current ^rmptoms will be Wewed. Hie emotional turnK>il, the 
internal and external press^ and family dynamics are to be 
assessed. Extracting information from parent Interview data and 
formulating preUmlnary hypotheses of underlying psycho- 
dynamics are someUmes made difficult by defensive parents 
attempting todlsown any r^xmslbillty for suicidal behavior of the 
patient. Thus, the therapist must be more Invratlgatlve and ask 
proper questions in order to see the entire dlnical picture. Section 
1 of the Family Histoiy should determine the array of presenting 
problems/symptoms and the emotional overiay and resultant 
behaviors. The use of symptom checklists or child questionnaires 
am certainly highlight presenting concerns. However, a careful 
interviewing style not only establishes a chrondc^ of symptoms, 
but also allows qualification and discu^lon of the symptoms in the 
context of current behaviors. Regardless of the technique decided 
upon, the interviewer must ass^s how the behaviors, based upon 
parent report, may be ^miptoma*tic of suicidal behavior and/or 
potential. Some symptoms will be obvious while others are more 
subtle. Based upon the scienUfic literature, most suicidal patients 
give "clues". Their world is not always responsive to the clues, but 
the clues typically exist. Clues may be verbal or non-veii>al. 
Evidence of a significant depression and feelings of helplessness, 
hopelessness, and haplessn^ are among the most dramatic 
symptoms found among suicidal patients. Not all victims of suicide 
are depressed, but depression is most often associated with 
suicidal feelings. For years opinions have differed as to the manner 
in which depression manifests itself difTerently in children/ 
adolescents and adults. A growing concensus is occurring that 
depression does not have differing manifestation in adolescents 
and adults {American Psychiatric Association. 19^: Yanchyshyn 
& Robbins, 1983). More overt verbal clues may Include words of 
warning such as. "I'd be belter off dead", "There's nothing left to live 
for'", etc. These clues are given to a variety of individuals in the 
adolescent's life Including teachers, boyfriends/girlfriends, 
coaches, as well as parents. In assessing the level of depression and 
related emotional factors based on parent report, the therapist 
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should look for the prince of symptom dusters of anxiety, oylng 
spells, lethaiigy, difficulty with concentration and/or irritabUity. 
The therapist should determine the prince of ^eep disturbance 
(too much. t€K> little), appetite dlsturt^nce (t<x) much, too little), 
somatic ^mnptomotology, pl^lcal ccnnplalnts In the ateeiK:e of 
oiiganlc origin, loss of Inter^t in actlvltlea and poor sdf-concept 

Sudden changes in behavior ha\^ t^n associated with 
suicide attempts and eventual suicides. These behavioral changes 
Indude, but are not limited to, interpersonal difflcultles, with- 
drawing from social activitl^ and generally isolating one's sdf 
from the world. Verbal and non-verbal expression of a poor self- 
concept or self-pity also emeige. Assessment of any dysfunction in 
the home and/or schot^ the presence of increased a^[ressive 
behaviors, accident proneness, and moodlne^ should be made. In 
summary, in addition to a good developmental history, the 
therapist will want to obtain answers to the following questions. 

1- ^^at is your child^s current emotional status. Is he/she 
depressed? Have you seen evidence of feelings of helpless- 
ness, hopek^ness, and/or haplessness? 

2. Have dramatic changes occurred inyourchild'sbehavloror 
personality? 

3. What is the history of suicide threats, gestures, and/or 
attempts? 

4. Has the patient made statements or shown other Indi- 
cators of a wish to die? 

5. Have any unchardclerlstic behaviors occurred to suggest 
that the child is making any "final arrangements"? 

Interviewing the I^tient 

Regardle^ of whether or not the individual conducting the 
interview wlU be the professional providing the Intervention, the 
establishment of a pre-therapeutic relationship is essential if the 
clinical interview is to add to the assessment pnxress. If one 
conceptualizes that suicidal behavior is a "ciy for help'' or a 
communication of internal pain, then the adol^c^nt needs to be 
provided with a strong helping pro%ssional. Encouraging the 
patient to see tlie therapist as a "pal'' or peer offers little to one In 
distress. The signal is clear and the response should be dear* 
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Adolescent suteldal behavior must be taken seriously, and inter- 
vention by peers, inexperienced therapists, or those not having 
experience with children and add^sents should be avoided. Thus, 
establishing a rdatlonship is the first order of buslnesa The 
there^ist must avoid the testation (rftxing seen as a iHiddy" and 
must resist being addre^ed on a first name basis for the purpose 
of establi^ng a rdationship. The rdaUon^ip must be viewed by 
the patient as a re^nse to a **ciy for hdp" by an individual who is 
capable of responding to that need. Asa^up.suicidal adolescents 
are angry at the worid. angry at themselves, and are often embroiled 
in much emotional turbulence. Ttius. establishing the relationship 
is often difficult unless the patient views the helping professional 
as non judgmentaL capable of being of assistance, and trusting. 

ThelssueofconndenUaUtyandthetherapist'sresponsIbllities 
should the patient indicate immediate danger to himself or others 
must be addressed. In the context of a crisis interview, discussion 
of the therapist's re^nsibllity is not typically at issue, since the 
implicaUon Is that the therapist wUl take some action. In the case 
of a crisis interrtew. a structured interview format is inappn^riate. 
Perhaps even making notes during an extremdy emotional inter- 
view may be seen by some as inapprc^rlate. However, basic a£q>ects 
of the adolescent's funcUonlng, thinking, fedlng. and rdaUng need 
to be assessed. In many cases, the use of a standard interview 
format is not only appropriate but most dralrable. Figure 7.1 is a 
standard Interview format used by this author with adolescents. It 
contains nothing partlculariy novel, but It allows oiganization and 
provides cues to items that are sometimes otherwise omitted. 

Information about "presenting proWems" may be obtained by 
parents, teachers, slblli^s, babysitters, etc., but the experience of 
this author is that the best report of what is actually happening is 
the adol^cent's rejxjrt That is not to say that It will not sometimes 
be colored by defenses, embellished for manipulation, or mlnl- 
mlzxA for ^cape from an uncomfortable sitimtlon. But, on the 
whole, the "presenting problems," those issues of concern to the 
patient in distress, are most accurately delin^ted by the patient. 
Also, when discr^jancles occur between reix)rts (eg., parent and 
chUd). Immediate hypothesis testing m^b^n. Fbr example. Is the 
parent minimizing a significant dysfunction In order to reduce 
his/her anxiety about the situation? Is tlie parent's anger at the 
child so Intense that the parent attributes all of the difficulties to 
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CLINICAL INTERVIEW— ADOLESCENT 



Name: 



Age: — Patient *: 



Date: 



INTOCraRSONAL: 

FAMILT: 

EMOnONAL: 

Mental Status 
Life Stressors 
Suicidal History 

Idmtlon 

Gestures 

Attempts 

FViends/Family History 

Figure 7.1. Aclinical interview format to be used with adolescents. 
O . Ch 7 PsychoI<^ca] Assessment 197 





BISaHCAL: 

Last Physical 

Last Physician Appointment 
Physical Condition 
Appetite 
Sleep Patterns 

Significant Illness/Injuiy History 
Tobacco 
Akohol 
Drugs 
ntllERBSTS: 
Casual 
Hobbies 
Social 
Physical 

Television/ Music 
Other 
ACCOBfPUSHfilENTS: 

SimafQTHS: WEAKNESSES: 

BEHAVIORAL OBSCTVATIONS: 

figure 7,1, Continued. 
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the child? Is the child exaggerating a conflict In order to avoid 
age-appropriate responsibilities? Is the child deliberately 
attraiptlng to twist the truth in cmier to triangulate the ^tuatlon 
and have others in conflict therely changing focus from the 
imtient? A number of hypotheses may be generated and tested as 
more data are collected Another valuaUe aspect is to '"Why 
treatment now?", as most dlnical cases will have more than just a 
recmt hlstoiy. Ask the pat^t about his/1^ aadonic hi^ny and 
functioning. Pay attention to 1k)w the i»tlent views the academic 
arena For exan^>le. Is it a {dace where he/^tw feelsgood? Are there 
any succe^es? Are the failure e?q>erlences overwhelming? Does 
the hlstoiy reflect dlfHcuItl^ due to rq)eated change of sdiods and 
why the changes? The thersq>ist should ask about grades* 
favorite/least favorite subjects, whether or not ti^ patient is in a 
sf^ial school and or sf^ial dashes, attachment to certain 
teaclKirs, current pass/fell status, etc Attempt to as^ss whether or 
not the academic program meets the Individual's need 

Assessment of interpersonal functioning is rasential. Ctoes the 
patient have a group of fhends? Does the patient prefer to be alone? 
Does the patient actually prefer to be with others, but feel like an 
outcast? Another significant area for assessment in suicide 
potential is the fum^tionii^ of the family. What Is the patienfs 
relationship with the mother and father? How does the patient 
relate to siblings? Are divorce separation* or adoption issues 
emeiging with the onset of adotescence? 

Prior to formal psychological assessment, the therapist, 
through Interviewing, may conduct a brief mental status exam and 
attempt to assess the patient's current levels of anxiety, tension, 
and depression. The histoiy of previous counseling and/or hospit- 
alisation is also useful. 

One myth Is that asking questions about suicidal thoughts, 
gestures, and intentions might increase the patient's tendency to 
act on the impulse, or **put the Idea into his/her head". The 
patient's report is a crucial element of the suicide arae^ment and 
must be considered carefulfy. More often* dlscu^ion of the suicidal 
thoughts reduces the anxiety associated with them. The therapist 
will want information on the hlstoiy and certainly the current 
presence of suicidal ideation, ^tures, and attempts. 
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The patient's physical status, as reported by the patient needs 
to be of the ass^men t Also determine v&ien the test phj^cal 
examination was conducted and if n^erral for i^yslcal exami- 
nation is required Often* suicidal patients have uncharac- 
teristically made a number of trips to the physician's office prior to 
a suicide attempt Physical comj^nts and illnesses ^ukl be 
assessed The therapist should ask the patient about appetite and 
sleep patterns. The jmUent's report or evidence of self-inflicted 
wounds should be explored Ttie extent to which the patient is 
invdved in drug aiv3/or alcohtd use has b^n shown to be of 
slgniflouice in suicidal patients, and should be discussed and 
assessed. What is the length of use. age at which regular use b^an. 
and the patient's reason for use? In the case of severely depressed 
adolescents, the use of alcohol and drugs is often a self-medication 
and not merdy the result of peer pr^ure. 

Another ^proprlate an» for questioning is whether the 
patient has received any awards, special recognition, for his/her 
accomplishments. How the patient ^nds time outside of school 
should be evaluated as lethargy, witiidrawaL and Isolation are 
symptom clusters fo. the depressed and suicidal This is not to 
identify "introverts" as dq>ress^ or suicidal, but excessive with- 
drawal is a danger signal This author often a^ the patient 
to list "strengths" and "weaknesses." This is a revealing technique 
in which, using the patient's reporU the self-concept and self- 
percetved abilities can be assessed. For the more concrete or 
intellectually limited, substitute the question, "What are three 
things you like land do not like) about yourself?" 

FORMAL PSYCHOLOGICAL ASSESSMENT 

While formal psychological assessment can aid in identifying 
potentially suicidal patients. Its great^t utility is in clarifying the 
amount of emotional turmoil and identifying dynamics and issues 
to be addrei^d throi^ intervention. Etemt^raphic and behav- 
ioral variable and their relationship to effected suicide have been 
long established and reported in the classic works of Fart)erow and 
Schneldman(1957: 1961), 

The purp<»e of psychological testing is to enable the psychol- 
ogist to sample or measure, in a standaid fashion, behaviors of the 
patient and to predict behaviors. The "sampling" of behaviors 



O 200 Preventing Adcdescent Suicide 

ERIC 



should be axximprehenslve approach inducting parent interview, 
teacher Interview, cltnical interv;jw, behavioral c^jservations. 
review of records, intelllgem^ testli^ acsulemlc testing, ikuto- 
psychcdt^kal screening testing, and sodal/emotlonal (personality) 
testing. This is partlculaity recommended with suicidal patients, 
because posslbfya number of disorders may be prraent le^lng to a 
suicide attempt Dqire^on. of course, is one of the most common, 
and suicidal beiuivior is oftiai found <n the presence of dq}ression, 
Neurolo^cal dysfunction, psychosis, ioxlc stat^ (drug or alcohol), 
and a number of other interpersonal and intra psychic dysfunc- 
tions are also possible fiactors in sulc'd»l behavior. Hius, the 
thorou^ examination goes beyond a'sses»nent of dqiresslon. The 
Intelligence test is conduct^ to a^ess how the individual 
processes InformaUon and to offer an estimate of the cognitive 
capabillt)rof the patient Academic ass^sment is conducted. aiKl a 
comparison among intellectual caf^illty, achievement levels, and 
school performance should be made. Neuropsychological 
screening and referral for further evaluation, if indicated, should 
be a part of the a^essment 

CLINICAL CASE EXAMPLE: THE CASE OF S.D. 

Integrating psychc^^lcal Interview and asse^mtit data is 
the final step in fonnulating treatment recommendations and 
generaUng a written report Figure 72 is a summaiy of psychol- 
ogical findings In the case of S.D.. a thirteen-year-old Caucasian 
male referred for evaluation due to chaises in his behavior and 
concern regarding his emotional status, having 11^ in an abusive 
home most of his life. (Figure 7.2 is included at the end of this 
chapter.) 

The bach^round information provided by the grandmother 
contains a number of "danger signals" that suggest a child at risk, 
as well as the need for further p^hologlc^ evaluation. The 
foUowlng are the danger signals revised during the histoiy: 

1. S.D. has received little affection. 

2. Parental communication has often been punitive. 

3. S.D, continues to have difficulty relating effectively with 
f«ers. 

4. S.D. is depressed. 

5. S.D. is seen as having difficulty concentrating. 
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The behavioral observations revealed considerable anxiety and 
tension. His range of emotions were reported as being limited and 
^rious. The fonnal psychcdoglcal assessment conflnned the 
grandmother's impression that SX). has difficulty concentrating. 
Academically, be is functioning at a level falriy consistent with 
inteUectual expectancies as this appeara to be one of the few areas 
where S.D. receives any gratification, as his gratification is 
dependent upon the axxeptance and acknowledgements of others. 
The danger signals revealed throu^ the fonnal E^se^nwnt 
include the dusters of his living with a considerable amount of 
pain and an^r, self-devalimtion, poor Jud^nent and decision 
making ability under stress, propensity to get "caught up" In 
affective situations, and the tendency to over-lntemallze and 
constrain his fedings. 

Clearly S.D. is in distress and Intervention is required. 
Although concern regarding suicidal risk was revealed, the patient 
is not seen as being in immediate danger, due to the fact that he 
was essentially "crying for hdp" without suicidal gestures or 
attempts. He was open to psychotherapy, and should be aWe to 
establish a good working relationship with a therapist He's in 
pain, he wants hdp and he is not so in^ulsive rr so distressed to 
suggest that he is in any imn^late danger. As an outpatient 
however, his progress must be monitored consistently and 
carefully. 

TRANSLATING INTERVIEW AND TEST DATA 
TO TREATMENT RECOMBIENDATIONS 

Aneasm^t of Degree of Riik 

A number of psychological variables have b^n discussed in 
this chapter and throughout this lxx)k that are related to suicidal 
behaviors. The reader is caution«] that not Just one variable, 
demc^raphlc orpsychological. is associated with suicidal behavior. 

Of utmost important*, of course, is the articulated intention of 
suicide. The mere thinking of suicide is not necessaritya high risk 
factor, as adolescents commonly have suicidal fantasia at one time 
oranother in theirdevelopment (Cantor. 1976). However. when the 
ideation is combined with a method, and the patient has the 
means, and has ailiculated a plan, then obviously this represents a 
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hl^ rl^ When the factors represent a ratter hl^ rl^ the 
{mtlents life strrascHis ami cq>ir^ ntechanl«m shmiid be ^mul- 
taneoui^y assessed in order to render a level of rl^ for the patlen t 
Some adolescent i»tients In crisis wlU appear to require hospital- 
lotion^ but with proper crisis Intervention and contract with a 
therapist imy return to a prevlou^ "normal" level of ads^tive 
functioning within a short period of time, individuals with 
extremdy pcx)r problem'Sdvlng ability may pre^nt in distress, but 
with some directive counseling emphasizing alternatives to 
suicide, the patient is able to be maintained on an outpatient basis 
and return to "^normal** functioning within a few days, fc^owing a 
crisisevent Many times the patient has become frustrate because 
strategic to cc^ and to proUem-solve have been unsuccessful. 
Additional^, suicide Is tri^^red In scnne individuals by a specific 
event such as, death of a lov one* a debilitating ilii^ss or injuiy. or 
significant disruption in the family or job. Whenever possible, 
consultation with a €x>lleague or supervisor is strongly recom- 
mended when assessing the d^ree of suicidal risk. 

When the assessment of an acutely suicidal patient has been 
made* the result isgeneraltyvcduntaiy or invaluD^'^^Iy admission to 
a psychiatric hospital or other treatmmt facility. These facilities 
provide an environment in which the goal is to stabilize the patient 
for return to the community or to be referred for other community 
programs. Drug and alcohol rehabilitation are often part of the 
treatment. Unless acutely suicidal hospitalization is not the only 
treatim:nt alternative for suicidal patients, Hc^pitalization is the 
choice when the patient, in s^ite of outj^tient intervention, falls to 
see alternatives to the suicidal plan. 

Outpatient treatment for suicidal patients requires good 
initial assessment and continued re-assessment. The therapist 
must develop a plan of action that nnay include a contract with the 
patient. 



Medicatkin 



The suicidal patient presents a particular problem in r^ard to 
assessment for the advisability of psychotropic medication. On the 
one hand, anti anxiety and/or anti-depressants may assist in 
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stabilizing the patient; however, the ri^ of overdose and sdf- 
(testmctive use In combination with other drugs and alcc^ol 
exists. The same criteria used to determine the appn^riateness for 
referral for medication assessment as used with non-suldflal 
I^tients n^y be utilized, but a rlMc/bei^t must be addressed, and 
most preferably in consultation with a colleague or supervisor. 



SUfifMARV 



Comprehensive psychological assessoKnt of suicide adotes- 
cent patients provides a wealth of data that is extremely helpful in 
both the assessment of suicidal risk and generating appropriate 
treatment strat^ies. Although psychdt^cal tcsUngcan be helpful 
and certainly aids In treatment planning, no one test tec^que. or 
psychological variable sin^ identify suicidal adolescent 
patients. "Symptom dusters," heavily dependent on dempgnqjhy. 
patient's previous levels of functioning, ceding strategli^ ability to 
problem-solve, and suicidal histoiy. serve as the best source of data 
for assessing and managi'ig suicidal patients. 
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CA»EXAfilFL£ 

PSYCHOLOGICAL REPORT 



NABiE: 



SX). 



DATBOPmiTH: 



August 1. 1974 



13-1 



DATE OP ASffiSSIimilT: September 1 5. i 987 

REASON FOR RIBSXRRAL 

S.D. vras referred for psychological evaluation In order to 
assess his overall Intellectual academic, and personality 
functioning to aid in planning. 

BACKGROUND INFORMATION 

The background information for this evaluation was 
provided by review of available reojrds and by interview of 
&D.'s maternal grandmother. Mrs. L. SD. is currently in the 
custody of his grandmother. SJ). and hisyounger brother (age 
9) were placed in Mrs. L's custody last year, following their 
parents' divorce. The marriage was described as a veiy unstable 
and violent marriage, resulUng in SJ). and his brother being 
placed in temporaiy shelter. According to the record, both SD. 
and his brother witnessed considerate abuse of their mother 
by Mr. F. Mrs. P. was hf^italized due to her emotional 
condition and suteequently committed suicide. Mrs. L. states 
that she feds that the boys were subjected to veiy traumatic 
incidents involving the abuseoftheirmother by the father.Mr. 
F. has intentions of gaining custody. Mrs. L notes that her 
grandchildren will often hide when their father comes to visit, 
so that they will not be forced to go with him. 



Figore 7.2. Clinical Case Example: The Case of SD. 
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Mrs. L dracribes SJ). as extremely passive, and he wUl 
often allow his jroui^r brotter and miKdi smaller friends to 
beat up on him. He shares his fedings only occasl<»ialIy. SX>. 
isoften picked on at school fay the other children and has been 
frequently referred to as a "nerd." She states that he has 
attempted to socialise with a group of friencte more r»xntfy. 
but he stm has considerable diffkulty in rriating to them. 

Mrs. L, reported a falriy normal devck^mental hlstoiy 
with the exception of a prot^m with &D.*s occasionally 
passing out between the ages of one and five. Medical 
assessment induding a CAT Scan did not reveal the eti(4c^ 
of the spells. Mra. I* was not aware of any other signiflcant 
medical or develc^ental difilculties. 

Mrs. L did not report knowledge of any previous suicidal 
gestures. intenUons. or attempts l^SX). She does, however, 
d^rtbe him as depressed and a child who ^ms to "have his 
mind on other things." She is concerned that he may be 
suicidal. 



EXAMINA.TION Fm)CEDURES: 

Wechsler Intelligence Scale for Children— Revised: 
Wide Range Achievement Test— Revised; 
Metn^litan Achievement Test, Advanced 1, Form JS; 
Rorschach Inkblots: 
High School Ftersonallty Quest!onnalre: 

Bender Visual Motor Gestalt Test; 
DraW'A-Person (Stoiy): 
House-Tree; 

Sentence Completion: 

Review of Rerords; 

Interview of Maternal Grandparent; 

Clinical Interview. 
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RBSPmiSE TO EVAUIAlK»f 

SJ). Is a thlileen-year-<dd Caucasian male who came 
wlillngiy with the txamlner to the examination r Jom. He was 
n^tfy and omservativ^ attimL He Draars passes. He was 
a)(^>eratlve throughout the assessment and ai^peared to put 
forth his best effort. He diqdayed adequate interpersonal 
^dlls with the examiner, but doncmstrated limited spcmta- 
neity. His affect was flat, and he presented himi^ in a serious 
fashion. He was notably tense aiui did not app^ to handle 
the pressure to perfonn veiy wdl (e^ the anxiety aroused by 
certain ta^ seemed to si^iOcantly reduce his ability to 
pefform K Hie levd <^ tendon that he was eqierieni^ng mij^t 
best be exemplifled by the fi^ that he was twisting so hard on 
his pencil at one point the pencil broke. 

SJ). was ^n«ally c^n with the examiner about his 
personal life, but did not e^>pear to be in touch with his 
fedlngs. He stated that he lik^ school and that he has a 
number of girlfriends at school He did admit to feeling sad 
when he thought of his family difficulties. 



TEST RESULTS AND INTERPRETATION 
A. Intellectxial Fscton 

S.D. was administered the Wechsler Intelligence Scale 
ForChildren— Revised. He obtaineda Verbal Ileviation IQ 
Score in the Superior range (96th Percentile), a Perfor- 
mance Deviation IQ Score in the High Average rar^ (87th 
Percentile), and a resultant Full Scale Deviation 10 Sa>re 
in the Superior range. This overall of intellectual func- 
tioning places him at the 95th Perrentlle. Inter-subtest 
variability on the Verbal Scale reflects an ex<^tlonal 
strength in Verl^ Conc^t-Formation and the ability to 
al»tract A relative weakness (Aven^ range) was noted 
on a measure of jhort-term auditoiy recall, an area most 
likdy affected by anxiety and tension. Hie remainder of 
vcjbal abilities are consistent with the High Average to 
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to Superior ranges. Variability among the non-verbal 
subtests shcfwed strei^ths (Superior range) in the areas 
of perceptual oiiganizatlon of both abstract and fiamlllar 
stimuU. Hie remaining non-veibal abilities faU In the 
Average to High Average ranges. His abOlty to recognize 
visually the temporal reaction In a social context and 
to use foresight in {dannlng his ^proach to a visual- 
motor task were noted to be the weakest areas. 

B. Achterement Factors 

In order to assess S J>.*s current kivels of academic 
achievement across the three basic areas of achievnnent 
(Reading, ^>dUng. and Arithn^c). he was administered 
the Wide Range Achleven^t T®t— Revised and the 
Metropolitan Achievement Test Advanced 1, Form JS. 
The results indicate that SD.'s performance in the areas 
of leading and Arithmetic are consistent with both 
intelkx;tual and chrondi^cal eqjectancies. However, in 
the area of ^idling, he is performing at a tevd b^rn both 
intellectual and chronological expectancies. 

C Vi»aal— Motor Factors 



S.D.'s performance on the Bender Visual Motor 
Gestalt Test reflected no significant visual-motor inte- 
gration deflcits. The repnxluctions were placed in an 
orderly fashion on the i^e suggestii^ falriy goal plan- 
ning ability. A sequential expansion in the size of the 
repnxluctions tends to surest a low tderance of frustra- 
tion, in ^ite of initially overly constrictive controls. Over- 
work was observed in all of his drawings, suggesting the 
above notedlevdsofiiraeasedanxletyand tension with certain 
tasks. 
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Based upon the above test results, badsground Infor- 
mation, and dinical inteni^, it ai^ieais that SJ>. is a 
young man expertendi^ sig^cant cinotiiHial dlfficul- 
tlea. He is an extremely passive individual who tends to 
avoid the expression of negative feeling as wdl as 
possessing a strong desire to avoid environmental 
conflict The test r^ults surest a iaiiiypoor sdf-ccmoq}t« 
a preoccu{atlon with the values of others, and little aware- 
ness of his own needs. A significant lewd of depression is 
noted, as well as generalized anxiety. He lives with a 
tremendous amount of tension and a high level of stress 
from external sources. This would make him prone to 
various donees of cognitive and behavioral decompen- 
sation, while under additional stress. This type of 
"decompensation" was evident on a number of the testing 
tasks, particularly on several of the timed tasks of the 
intelligence test His tension levd rose to the point on one 
particular task (Arithmetic subtest), that he broke his 
pencil A high level of affective constriction was noted as 
well as the tendency to Intellectuallze his affective 
experience. The test results suggest that he is a young 
man who tends to put much affective distance between 
himself and those around him. He has ext^ptlonally high 
aspirations and drive, parti culaiiy in Intellectually-related 
areas. A m^or part of his identity appears to be with his 
self-perception as a high academic achiever as well as one 
who is very rule-bound and has a conventional 
orientation. 

His reality testing, particularly during periods of 
stress and 'or provocation, tends to be somewhat poor and 
would suggest that his Judgment and decision-making 
capabilities may be poor. S.D. has not developed a 
consistent problem-solving style. Moreover, he tends to 
possess a mixed response style, sometimes engaging the 
environment In trial and error problem-solving while at 
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other Umes attempting to "think things through," This 
sqipears to create a certain amount of disequilibrium. 
When a situation fits his proWem-sdvlng stj^ he will do 
well, but when it does not misdirected behavior will be 
noted 

The mMt significant finding is a suicide potential 
with considerable imdeilying emoUonal |»ln and anger. 
This self-devaluation, poor Judgment and decision- 
making difficulties under stress, propensity to get 
"cau^t up" in affective situations, and temtency to over- 
internalize and coiffitraln his fedlngs. mak^ him at high 
risk, particulariy wh«i faced with unavoidabte stress. 

SUBfBfABY AND RBCOBafENDAllONS 

Psychok^cal evaluation of yoimg SD„ a thlrtecn-year-old 
Caucaslon male, tevesis that he is cumntJy functioning in the 
Superior range of Intellectual capacity. Academically, in the 
areas of Reading and Arithmetic, he is performing at levels 
consistent with both intdlectual and chronological expect- 
anciea In terms of personality, he is a young man who is found 
to be anxious, tense, depressed, and a significantly high risk 
A tremendous amount of underiylng emotional pain and 
anger, self-devaluation, ix>or Judgment and decision-making 
capabilities, particulariy under stress, and tendency to over- 
internalize and constrain his feelings, make him at risk, 
particularly during pericxis of unavDidaWe stress. 

Based upon the above test results, background infor- 
mation, and clinical interview, the following recommen 
dations seem {^prc^riate: 

1 . A strong recommendation is for S.D. to be involved in 
Individual psychotherapy on a long-term basis. The 
focus of such sessions should be upon: la) expression 
of angiy feelings; (b) expression of dysphoric feelings; 
(c) enhancement of self-image; (d) help in generalizing 
from previous learning situations to new. by role 
reverKd, role-playing, etc.. and (e) emphasis on age- 
Figure 7.2. ContinL^. 
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i^roprlate socialization skills. An intensive psycho- 
therapeutic venture is ii^icated. 

2. Initially, the therapeutic efforts should be vciy 
gradual so as to not minimize or re-orient S.D.'s 
defense too drastically. He appears to be maintaining 
a rather "delicate balaiMs" at this point, and an over- 
intnisive appro^:h result in decompensation. 

3. Another recommendation is for school per^nnd to 
continue to monitor SI>/s behavior for activities 
which may appear to be unusual, out of character, or 
self-destructive. 

4. Social work services through the school apj^r 
warranted, in order to direct Mrs. L to ^proprlate 
community resources. 

5. S.jl). should be encourage to participate in extra- 
curricular activlti^ as indtoated, i^rticulaiiy those 
involving relationships with peers. A school-based 
group, when his individual therapist feels that he Is 
read|y. may be of great benefit 




Charles D. Furman, III, PsyD. 




Fred L. Alberts, Jr.. Ph.D. 
Licensed Psychologist 
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fiEDITOaKMLABSTRACT^ Tfiepurpt^ifthlsdiapteristo 
prmAde the r&id&'uAth a dixus^mi <f the **siginatuPBS**(^ 
causes of actote^^iefitsulcfife. The diopter beg^u^ a 
discusston of the deueU^merUal problems which occur 
during childhood and quite <^ten, set the stofi^/or an 
ad(descent suldde. The xamd xctim qf the duq^ter 
<dertttfles situational signatures (e.g^ peer rekUionships} 
a^mmon toadol^cents. Ewnts thattrU^ran adolexent 
suicide will be discusxd in the third sectlcm. Al^. 
t^ehavitmil Indicators and case ^udies cue [Hesented. 

The reader should note that no single slgrtotwe of 
adolescent suicide can predict an attemfH or completUm 
of the act of suicide. The Important point is for the 
concerned helper, parent. <w" peer to become awaie of the 
accumulation warning signs that put adolescents at 
risk. 

The newspaper headlines scream in oversize letters that four 
young peopte ha^ taken their Uvea In subseqi^t days, television 
cameras linger on the padlocked garage door where the teenagers 
committed suicide by inhaling poisonous fumes from an exhaust 
On Hk evenii^ news, rqnirters interview tochers and friends of 
the vlctlma I^ychdc^sts and i^^hlatrlsts are asked to offer their 
wisdom <x>nceming the tragic event Unfortunately, the knowledge 
of these mental health professionals has to be compressed into a 60 
second interview between commercial spots. The pr^nt volume 
offers a more penetrating look at adoles^nts who commit suicic^e 
and considers the causes of suicide, as well as the detection and 
prevention of suicide among young people. Being able to prevent 
suicide is the end goal, but reaching that gral depends on several 
intermediate ste^. In this chapter, vfe will d^rlbe adolescents, 
who are at risk for suicide as wdl as those for vriiom risk is low. 
Being able to identify adol^c^nts at risk is one of the first steps 
toward a successful prevention program. 

Before proceeding to identify the "signatures" of suicide which 
might put adolescents at rlsk« an appropriate procedure is to 
Indicate several ca\^ts about the data to reported. This volimie 
focuses specifically on adole^nt suicide, thus recognizing that 
adolescent suicide and adult suicide are motivated by different 
factors. Some of the differences are dear (see Maria 1981). 
Adolescents who commit suicide are more Ukefy than adults to be 
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abusing alcohol or drugs. The contagion effect Is more pironlnent 
amoi^ descent sulcldca Adolescents are mort llkdy to have 
experienced the loss of a loved one early In their Uvtz and to have 
low tevdsofsdresteem (Maris. 1^}. In CKldition. adolescents who 
commit are more likely to \x femate, to come from a dysfuncUonal 
family, to haveattempted suicide prevlou^. to be seeking revenge, 
and to have parents who are divorced (see Table a 1 adapted firom 
Maria 1981). Of course, adolescent suicides are similar to adult 
suicides in that they both Invohred depression, isolaUon. chronic 
stress, and poor coping mechanisms. 

TABI£8.1 

Differing Traits Between Adol^«nt 
and Adult Suicides 







Adolescent 


Adult 


1. 


Percent female 


87% 


45% 


2. 


Low self-esteem 


75% 


53% 


3. 


Dissatisfaction with life 


73% 


42% 


4. 


Multiple suicide attempts 


71% 


32% 


5. 


Death seen as revenge 


50% 


25% 


6. 


Parents divorced 


45% 


13% 


7. 


Suicide in family 


38% 


11% 


8. 


Committed suicide while drinking 


36% 


19% 




A second ca\'eat to consider is the difficulty involved In 



studying suicide. Once a suicide occurs, the subject is no longer 
available to provide information. The suicide itsdf may color 
interviews with family, friends, and teachers. The grieving process 
and the guilt that families inevitably feel, ircan that talking to 
interested researchers is not a high priority. One altemaUve to 
such subjective data gathered after the fact is to study individuals 
who attempt suicide. When they recover, they can provide data on 
their self-esteem, motivation, pnd so forth. Furthermore, the family 
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is typically shodscd Into acUon by the suicide attei^t and Is In 
touch with mental health profes^onals. But the fact that the 
troubled individual is in thcrawrdoes not iMceasarlfyheipres^r^ 
on suicide. The therapist's j<* is to vmtH with the family and the 
addescent to remofy the difficulty, not collect <^Uw data tor 
research puiposes. Even if aU therapists duUfully gathered 
otHectlve InfonnaUon about the teenager, the family, and tl« p^r 
croup, the problem would remain because the samjHe of lirfi- 
viduals who att^t suicide differs in significant w^ 
samf^ of individuate who actually commit suicide (Wells, Deykln, 
& Kterman, 1985). 

Another alternative Is to follow a group of men and women on 
whom you already have a variety of information and wait until 
8omcofthemcommltsuiclde.ThlsalternatlvelsusualfyTOt^i^te 
because suicide is a comparaUvdy rare event If 100.0(X) ad(aes- 
cents were followed for a year, about 12 of them would commit 
suicide (Vital StatlsUca 1986). For this reason onfy a handful of 
prospective studiesof suicide are available (seeTomUnson-Keasey. 
Wanen. & EUlott 1986). 

With the previous as l»ckgrDund. one can easily see why 
information about suicide comes from the emergency rooms and 
psychlatrlchospltalsofourcountiy.Here,lnvesUgatoraflndalai:^ 

sample of individuals who have tried to take their Uves. In these 
crisis settings, researchers can collect detailed InformaUon on the 
"signatures" of suicide. 

Shneidman{1971)wastbe first mvestlgatortodlscuss "signa- 
tures" of suicide. The choice of the word signature was ddlberate 
because suicide do^ not lend Itself easily to a specific listing of 
causes. By talking about signatures. Shneldman TOnvqred the fact 
that many suicides have similar features, but he made it dear that 
predlcUng suicide for a single individual is veiy difflcidt Just as 
risk factore for heart disease do not ahvays predict a heart attack, 
signatures of suicide wUl not indicate an Imminent suicide 
attempt. Any single risk factor has veiy weak predictive power. 
Nevertheless, a listing of signatures may well help isychdoglsts. 
teachere, counselore. and parents identify the accumulaUon of 
warning signs and begin to take action that could remedy the 
problem. 
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In recent years, investigators have come to really that 
ad<^escent suicide hiffi a devetopmental component that Is Impor- 
tant Prior to 1970. the personnel in suicide pievenUon c»iters 
thought of suicide as a temporaiy response to a personal crlsla 
Generally, suicidal adolescents were presumed to be people who 
were functioning reasonaWy well but had encountered sewne 
severe stresses that precipitated a suid(kd crisis. The severe stre^ 
of the crisis led to emotional arousal and the crisis was seen as 
limited to six wedcs. In an Important doctoral dissertation. Stein 
( 1970) found that fewer than one-ihlrd of the sut^ects in tlw Los 
Angeles Suicide PrevenUon Center satisfied the criteria for crista 
His research was extended by Utman and W(dd ( 1 976) who pointed 
out that half of the individuals who ultimately committed suicide 
were chronically suicidal and had little acute situational stresa 
Psychcdogical autopsies of eight of their subjects who committed 
suicide indicated that the suicides were independent of any crisis 
that existed at that time. Since these studies, accounts of adult 
suicidrs have been less focused on a specific crisis which triggers 
suicide and are more Ukrfy to examine llfestytes and life histories. 



The situaUon with re^rd to swidescent suicide Is perhaqps 
more mixed. Many young people, at high-risk for suicide, demon- 
strate little or no precipitating str^ prior to taking their lives. 
They do, however, have long developmental histories which 
indicate chronic emotional maladjustment (Peck. 1985). In the 
present chapter, we will begin by examining the devek^mental 
prc^lems which o«:ur during childhood. These pn*Jems often set 
the stage for addescent suicide. During the teenage years, the 
problems of childhood intensify and the challenges which fa«i an 
adolescent become evident This period of escalating problems can 
be one in which situational signatures of suicide appear. Sub- 
stance abuse, intensification of conflicts with parents, and isola- 
tion from jx«rs are some examplea The second section of this 
chapter will identify situational signatures common to adoles- 
cents. A final triggering event usualfy prec»dra adolescent suicide. 
This trlj^er may be as innocuous as a television documentaiy on 
suicide or It may be as immediate as the dissolution of a nwan- 
ingfiil relationship through suicide (Tishler, McKenry, & Morgan, 
1981). The events that trigger suicide will be discussed In a third 
section. Flnalfy. behavioral indicators and case studies will be 
presented. 
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THE BfAGNTTUDE OF THE PROBLEM 



The pn^m of adoteso^:^ suicide, rather than at»tiiig under 
the flurry of recent media attention, has continued to grow. In 
1984. the suicitte rate for individuals 15 to24yearBofageh£Kirisen 
to 12.5 suicides per 100.000 (Vital StatlsUcs, \^). As recently as 
the 19^^ sui(d<k among Euli^soents between fourte»i and 
nineteen was a rarity. Only as addescent males committed suicide 
for eveiy 100.000. For females, it was even lowen only 1 .8 glris per 
100.000 committed suicide (Hoilnger, 1978). Now suicide among 
the young has become so commonplace that young peq)le are 
habltuaUng to it Rather than evi^nghonor. the knowled^ that a 
teenager in a local high school has committed »iicide provokes 
only mild curiosity and transitory grief. The statistics verify a 
precipitous rise In «ic^racent ^ddea Between 1^0 and 1^0. 
adolescent suicides increas^^ 300% (Associated PJ^ss, 1^1. hi 
absolute numbers over 6.00'3 youths now murder themselves In 
the United States each yesor (Steele. 1985). Suiclcte is the second 
leading cause of death among adolescents 15 to 24 years f^agjc in 
the United States (Vital StaUsUc^ 1^). The Samaritans, a BrlUsh 
suicide prevention group, reported that one-quarter of thelrphone 
calls come from teenagers (Young Beetle. 1974). Flurther. the 
suicide rate of young mai In the United States is among the 
hi^estln the world (Hendln. 1982). Suicide among this age group 
Is now no different from the suicide rates of the adult population. In 
fact while adolescent suicide has been slQTocketlng. the suicides 
of ^ults over 40 have been decreasing (Pfeffer. 1986). 

Another Index of the magnitude of the problem Is the number 
of suicide attempts among adolescenta Several studio Indicate 
that 150 adolescents attempt suicide for every successful suicide 
(Jacobzlner. 1965; McAnariiey. 1975; Telcher. 1979). But these 
statistics are collected on adolescents who attempted suicide and 
came to the attention of the medical conmiunlty. Smith and 
Crawford (1986) pointed out that 90% of the aiolcscents who 
attempt suicide will be missed If InvesUgators rely only on medical 
contacts to determine who attempts suicide. The 350 midwestem 
adolescents in their study came from a typical hl^ school not 
from emeri^cy rooms. Although the attempts these teenagers 
reported were not veiy serious, they still Indicate that theseyouths 
felt a level of desperation that led to a suicide attempt Extia- 
polaUng from their data. Smith and Crawford (1986) suggested 
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that amoi^ a normal hig)> school pc^idation. s^roKinmtdy 1 out 
of 10 students actually attempts suicide. In more trouWed popula- 
tions, the percentage of adotescents who attempt suicide is even 
higher. R<^rt Cairns (1^7) reported that one-third of the 
trouUed £Hiolesoents in his ItHi^tudlnal sample have atteiiq»ted 
suicide. Among delinquents, the inddence of suicide attempts is 
extraordinarily high. Alessl, McManus. Brickman, and Grapcntlne 
(1984) reported that61%oftheirJuvenUeoflSaiders have attempted 
suicide. No wsnder then, why sociologists currently define adote, - 
cent suicide as the critical issue in suidde (Mails. 1985). 

DEvmxmsmrAL msromr 

The adolescent who attempts suicide docs so within the 
setting of the family, and in r^xmse to stres^s contained in the 
family (Kerfoot 198K}}. Family conflict chamcterized by an^. 
ambivalence, rejection, and difficulties in communication are 
frequent among &niiiies in which aikdescent suicide occurs. The 
mi^riiy of authors agree that most adotescent suicides are the 
culmination of years of maladaptive behavior growing out of a 
troubled childhood. Family dynamics have typically taken a 
negative turn when the child was very young and have persisted in 
that native vein, i'lor that reason, our discussion of the signa- 
tures of suicide, will explicate the developmental signatures that 
are often present when adolescents commit suicide. 

SeparatioDs and Loss 

Chronic and repeated separations between children and their 
parents figure prominently In adolescent suicides, whether the 
separation Is through death, divorce, or desertion. The loss of a 
parent through death has been documented frequently as a 
coirelate of suicide. In the study by Tomlinson-Keasey, et aL ( 1986). 
50% of the gifted women who committed suicide had lost their 
fathers through death or desertion. Less of a parent or other loved 
one probaUy stimulates suicidal activity In adolescents in different 
ways. Imitating the suicide is one way that adolescents have of 
responding to the bss. Suicidal behavior n^ also be the result of 
feelings of guilt and the desire for reunion (Petzel & Riddle. 1981 ). 

Telcher ( 1 979) investigated the lives of 50 suicidal adde^ents. 
Seventy- two percent had lost one or both parents through divorce, 
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desertion, or death. These teenagers had been raised by Kinieone 
<rtlier than their {»i«its twice as often as a oontnd ^noup of 
teenagers who were not suicidal In addition, these adt^scmts had 
a modd for suicide. Forty pment of the teeners had a i^ucnt. 
relative, or dose frtend who hiul atten^Hed suidde 

DlvOTce is a sign of family disn4>ti(m and conflict and is often a 
^gnal that children are not gettli^ the smirity and siq^rt that 
will hdp them negotiate addesoenoe sucoe^lully (Mdntire & 
Angle. i97I.-Teicher. 1979).A8SLich.parNital divorce hasbeoomea 
^gnature of adde»3ent suicide. Ptarental divorce. <^)edalfy if it 
occurs during eaiiy childhood, often bec^ne the equivalent of 
parent loss, because many fotlwrs are not aUe to nmlntain a 
r^tlonship with their childrm. Rar»ital hm n^ardk^ of the 
cause, is a signature of childhood and adol^cent deprrasl<Hi and 
has negative implications for the devdopment of a {xisltive sdf- 
ronc^t (Fetzd & Riddle. 1981). I^arents ^rho divorce when their 
childien are addtesoents proved a different diain of events in the 
emotional life of the teenagers (Petzd & Riddle. 1981). Feding 
secure in the hon^ environment and having adults who love and 
value you is essential when the chaUengr..' of addesoence fed 
overwhelming. In families that are divorced, addescents have 
difficulty finding this ^curity. As further evidence. Palas (1974) 
found that 85% of his sample of addescent suidd^ occurred in 
divorcxd famlUea These results suggest that the presence of both 
parents throughout childhood hdps protect the child from suicide 
(I%tzd& Riddle. 1981). 

Separation and in the form of a relative who commits 
suicide, should also be considered a signature of suicide {Kallman 
& Anastaslo, 1947). In some discussions, these suicide are viewed 
as evidence of genetic factors that might predi^FK}se a (Kuticular 
individual to suicide. To the extent that certain types of depression 
have a genetic component and hence could lead to suicide, this is a 
reasonable supposition (Black, 1986;Rainer, 1 984). Among adoles- 
cents, however, we have to consider the equally likely eaplanation 
that the suidde of a rdatl\ne aerv& as a modd for the3Wuth and lias 
little to do with ,gei»tic predisjx^itions. Such a cont^on effect Is 
discussed later in this chapter and occurs regardless of whether 
the suicide !s a friend or a relative. Of course, the grief and guilt 
assodated with the suicide of a relative can, by itself, propd an 
adolescent toward suicide. One adolescent male who attempted 
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suicide Indicated In the weeks fidtowing his fethcr's aulcldc. that 
he wanted to be with his fother (Stumer. 1986). 

In suxnmaiy. the weight of the evidence indicates that femily 
disruptioa wtether by death, sqiaratlon, or divorce, is a common 
slgnatuftamongaddescentswhocommltsulcIdetHawtoa 1986). 
The loss of or separation from one or both parents at crucial 
periods of devdopiiKnt must be considered an Important dewek^ 
mental signature of suicide (Kerfoot 1980). 

FMnfly Infffinff***"* 

Ftotly conflict characterized lyanger.amblvalence, rejection, 
and dimculUes in communlcaUoa is frequent among families in 
which adolescent suldcte occure. When compared to other adoles- 
cents, teenagers who commit suicide sec their families as troubled 
and dysfunctional far from the Ideal family (Topd & ReznikofT. 
1982). Suicidal adolescents r^rt that tlrey receive little afJecUon 
from their famlU^ (Koreibu 1972). Often, the liamlly InteracUon is 
characterized by a punitive and restrictive atmo^here (Abraham. 
1978). Suicidal ado^cents have few fond meororlcs o^ their 
families and the time spent together (McKeniy, Ushler. & Kelly. 
1982). Instead, conflict with the parents is seen as the most 
Important extrinsic factor In adc^scent suldde. Acute conflict is 
often the precipitating event for a suicide attempt (Mattsson. 
Seese, & Hawkins. 1^). 

Rejection of the addescent represents another dimension of 
family conflict that is common f jnong suicidal adolescents (Petzel 
& RictJle. 198 1 ). The suicidal adolescent feels expendable, and the 
suicide attempt conges with a parental wish, expUdUy or tacitly 
conveyed, that the child is unwanted. These children are lonely, and 
feel emotionally detached, or dead, even though they are still aUve 
(Herdln. 1 ^2). The concept of the expendaWe child is even more 
pronounced when a stq^mother or stepfather is present One 
California boy expressed the feeling of being expeixlable. "I could 
drop dead and they (his parents) wouldn't know It imtil I started to 
stink* (Berkovltz. 1981). 

This picture of an unpleasant family environment is con- 
firmed by the parents of adolescents who attempt suicide 
(McKeniy et al.. 1982). The parents admit that their marriages are 
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flited with conflict and as adults they derive little ei^qyn^t from 
the tin^ ^)ent with thdr femili^ faitNcstingj^, the fieUhers ctf these 
adolescents are depressed and seem to have low self-esteem while 
their mothers report being anxious. Each parent is likely to think 
that his/her spouse has poor parenting skills. 

Families of adolescents who commit suicide are often centers 
of conflict The oinflict can lead to threats of a sqE>aration and 
culminate in a divorce. As indicated earlier, divorce Is a common 
si^mture of suicide (Corder. Shorr. & Corder. 1 974: Milter. Chlkles. 
& Barnes, 1982). In short both suicidal addraoents and their 
I^rents dracribe a dy^uncticmal and uifflatisfactoiy family envi- 
romn«it Hi^ sukdescents feel hopd^s about changing the pattern 
of their lives or their family situation (Topol & ReznikofT. 1982}. 
They often eiqir^ this h(q>dessn^ poignantly. **I fdt helplras 
and like there was nothing I could do. And my lifie seen^ at that 
time like a relative cheap price for me to pay. because iny life 
didn't seem to be worth that much at the tin^ anyw^" (Berkovitz. 
1981). 

Many of the clmracteristics of suicidal addescents are found 
in their parents. The parents are oiten kuikii^ in sedf-esteem 
(Tlshler & McHemy. 1982). The parents of adolescents who 
attempt suldck: are more likely to use atoohd arui dnigs than parents 
whose teenagers do not attempt suid^ (Marks & Haller, 1977). 
Adolescents are often painfiilly aware of their j^irents' dqiendence 
on drugs. In two studies. 29% and 44% of the suicidal teenagers 
reported that at least one parent had a significant alcohol protdem 
(MchiUre. Angle. Wlkoff. & Schlicht 1977: Shaffer. 1974). An 
a]<K)halic (»rent is another factor contributing to the s^escent's 
feeling that they are already emotionally drad (Miteinski. 1974). 
Given the parents' history of drug and alcohol abuse, one is not 
surprised to find that 33% of the adolescents who used drugs in 
their suicide attempt went to their parents' supplies to obtain the 
drugs (McKeruy, Tishler, & Keltey. 1983). 

The picture of a dysfunctional family environment In \i^ich 
parents often model self-d^tructive ojping patterns as a way of 
solving their problons Is an imix>rtant devdi^nrcntal signature 
when histories of adolescent suicide are recorded (McKeniy et al.. 
1983). The result of such dysfunctional families resonates sadfy 
through these adolescents' comments. "I want to esc^ie the hell of 
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Uving and find a better life In the next" "I am nothing but tenlble" 
(Crumley. 1981J. 

nycbiitiic DiMfdcn 

Emotional InstablUty plays a m^or rrfe In adotescrait suldcte 
(Black. 1986). In an increasing number of cases, the emoUonal 
InstablUty appears to be chronic rather than situational Cosand 
and his ctdleagues (1982) r^rted a hlstoiy of emoUonal Irato- 
billty in over a third of the suicides among 15 to 19 year oWs. The 

figure for 20 to 24 year olds is even higher. Appnwlmatffy 50% of 
the suicides in this age group have some history of disturbance. 

Although depres^on is by fer the most conmion emoUonal 
disorder (Wdls. Deykln, & Klennan, 1985). other forms of psycho- 
pathok^can iday a part in suicide ideaUon. Mcbitlre et aL (1977) 
found that 10% of the adolescent attempters evidenced thought 
disordera Furthermore, these teenagers were at high risk for 
suicide. Thr«e of the four ack^oents who had a thought disorder 
(75%) made a second suicide attempt within two yeara The repeat 
rate for other high risk adolescents was 31%. None of the adrfes- 
cents defined as kw risk made a ^cond attempt to WU themselves. 

In addition to depression, TIshler and McKeniy ( 1^2) found 
that adolescents who attempted suicide had a wide variety of 
p^hiatric disorders. Compared to other adolescents admitted to 
the emergency mom, adolescents who attempted suicide had 
symptoms of anxiety, obs^ve-compulsiveness, interpersonal 
sensitivity, hostility, and psychoUclsra As a ^up. these troubled 
adolescents had less self-esteem. Based on these data. TIshler and 
McKenry arguai that suicidal ^olescents are in such a psycho- 
l(^cally distressed state that they are imable to see alternatives to 
the stresses and problems in their envirormient They overreact to 
their problems by turning anxious and hostile fedings inward. 
Psychiatric disorders, especially c'fpresslon. must therefore, be 
considered an important signature for adolescent suicide. 

PrcmatalRiak 

In 1985. a surprising report concerning the conelaUon 
between prenatal events and adolescent suicide was published 
(SaUc Llpsitt. Stumer. ReiUy, & Levat 1985). Fifty-two adolescents 
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who hsui committed suicide woe matelied with In&nts bom ji^ 
before and just after them. 11iebl]thim)nls(^the52sulcktes and 
the 104 controls woieey mined fay reseancho^ who were blind to 
the group membership of each ln£Euit This hUml. retrospective 
analysis indicated that the addesomts who committed suldde 
were far more Ukdy to have experienced prenatal or perinatal 
distr^. Respiratoiy distr^ occurred in 1 9^ ttf the In&nts who 
later committed suldde. In the control grmifm, only 5.7% had 
similar problems. The mothers of infants who later committed 
suicide were also more Ukdy to have chronic diseases during 
pregnancy and were less likely to seek prenatal care than the 
mothers of control infants. Taken together, 60% of the infants who 
committed suicide when they reached adolescence evidenced one 
or more of these risk foctors. The same risk factors speared 
among only 15% of the contnd In&nts. 

How should these uneaqiected correlations be Interpreted? 
One can aiigue that re^lratoiy distress )ays the foundation for 
8(me of the olho- slgimtuns of sulckie— impuMvoiess. psychl- 
atilc disorder, and school failure. The exact neurolt^cal indicators 
Invidved in such a chain are not dear, but we know tlmt the effects 
of moderate perinatal distress can still be seen at age eighteen 
(Wemer&Smlth, 1979). Chronic UIikss of the mother and thelack 
of prenatal care suggest another mechanism, a psychc^odal one. 
Eamily stresses, financial prrasures, and lack of knowledge about 
the need for prenatal care may reflect socioeconomic factors which 
win continue to operate as the chlM matures (Goldman. 1965). 
Peihaps these intervening vartabtes, not the lack of prenatal care, 
govern the ultimate suicide (Gddenrlng. 1985). 

ttitii Ordcv 

The okiest chUd in the £Emiliy is dispn^rtlonatd|y represented 
amongadolescentswhocommitsuickielShafikr. 1974).'Iheeklest 
male child is statistically more at risk than his }rounger brothers. 
Pferhaps this is because the ekiest child feels achievementpressure 
that seems to abate by the tlnK the younger siblings reach 
addescenoe. Pierhiq» it is iKcause the ek^t child must n^tlate 
curfews, dress standards, and behavioral standards that differ 
greaUy from the standards when his/her parents were ^ung. The 
conflict over tlKse matters might set the stage for suicide. As with 
all of the signaturesof suldde, the Important point to remember is 
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what this Ending means. The ddest diild is more frequently 
represented than later children among addescent sulddes. By 
itsdL this single ^ is Ukety to predict Uttle. 



IntdlectoalAbiUly 



Only a handful of investigators have looked at the InteUi^nce 
of adcdescents who committed suickle (Dudley. Mason. & Rhoton. 
1973: Maxmen & Tucker, 1973). Surprisinglly. Shaffer (1974) 
indicated that adotesxnts who oanmltted ^Iclde had above 
average IQs. Of the 28 chlldrea aged 10 to 14 who committed 
suicide. 14 or 50% had IQs abowe 1 16. One explanation for this 
flnding is that intelli^nt adolescents might v.*^ choose a method 
of suicide that was foolproof: hence they would succeed more often 
than other adolescents. This explanaUon Is giwn some credence by 
Shaffer who refwrts that boys of superior lntelli|«ence often devised 
ingenious methods to commit suicide. One boy electrocuted 
himself with an daborate apparatus he had built Another devised 
an ingenious system of wei^ts for drowning hi iiself. 



Signatures of suicide that can be extracted from the child's 
develqjmental hlstoiy are plentlftil Beginning with the perinatal 
period, we see that resplratoiy distress of the infont may lead to 
neurological danrage that forms the founoatlon for later psychia- 
trie disorder. Such perinatal distress also may be an indicator of a 
dysfunctional fiamily environment During the chlklhood y^as, the 
loss of a parent or sei^ratlon from eitl^ parent whether due to 
death or divorce becomes an Important signature of suicide. The 
chikihood and wiolescent years may see the chlk) devdoping in a 
dysfunctional fomlly. envek^>ed in conflict reacted, or isdated. 
Such a famify environment promotes the poor sdf-«steem and 
isdatlon that are so characteristic of suicidal idtdracents. A 
psychiatric disonter. espedaSiy depression that Is n(^ced in 
childhood or eariy ^olescence, is aiK>ther Impo iant develop- 
mental signature of suicide. These signatures India te that the life 
path which ends with suicide isspottedwlth indlcalors well before 
the final milestone. 
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Hie sl^iatures previously discussed have a continuing in^jact 
on the chlkL The loss of a parent, a conflict-ridden family, and 
d^resslon continue to wldd their power on a day-to-day basis. 
These developmental signatures tend to create a child who is 
Insecure, and feels anxious for reasons that are difficult to 
pinpoint The child's feelings of rejection and isolation are also very 
real. These early life events can set the stage for a troubled 
adcricscence. As the child reaches puberty, hc/shc must begin to 
form a separate identity and armed with that fragile identity, make 
friends and create a circle of successes outside the home. When 
several signatures of suicide are present in the child's early years, 
the challenges of adolescence bec»me steep peaks that cannot be 
scaled Thrae situational signatures can take the teenager one step 
closer to suicide. 

Adolescents are veiy sensitive to fedlngs of rejection from the 
opposite sex. The loss of a girlfriend or bc^end is frequently a 
precipitating situational signature. Crumley (1981) disawered 
that these severed relationships are often clinging attachments 
which represent an attempt on the part of the adolescent to make 
up for his/her feelings of emptiness. 

Loneliness is another feeling that can precipitate suicide 
among adolescents. Teenagers who are lonely have more frequent 
and serious proHemswlth peers, they are InterpersonaUy sensitive 
and are less likely to have a dose confidant (McKenxy et al., 1982). 
"He was a loner" is often the first description that teachers and 
counselors offer concerning a teenager who has committed 
suicide. This impression Is uphdd in the majority of the studies of 
suicide (Peck, 1981). Loners are typically male and usually white 
(Peck, 1985). Their lack of friends emerges first In the early teens, 
and if It continues, can be translated into suicidal behaviors later 
in the adolescent years. Jan-Tausch (1965) looked at the friend- 
ships formed by 41 adolescents who committed suicide. He found 
that these teenagers had no dose friends and no trusting or 
supporting rdaUonshlpa They spent a great deal of time alone, had 
poor interpersonal relationships both with peers and adults, and 
reported feeling lonely and isolated much of the time. 
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Friendships were superficial and confidants were nonexistent 
Ffcmale ^olracents who attempt suicide rc^xal ^mllar dlflacultics. 
•Rqxd and iteznllB^t 1982) bKUcated that suicU^ fonales were 
the ones least llkciy to have a d(»c confidant 

Pteere are also an importantfactor in tlw contagious effect that 
IsprvHnlnmt aiiMHigaikdesoait «itelck& SuteMal sdcdesoents are 
vulnerable to suggestion, probably because their firailly environ- 
ment is not satisfying and their self-esteem is low. For this reasoa a 
suicide in the local high schod or amcMig friends or relatives can 
serve as an impetus for addescents to take their own lives. 

Evaluating the effect of poor peer relationships requires that 
we step back and consider the developmental signatures of 
childhood in relation to the peer rdatlonships <rf adolescence. 
Suppose a chiW lives in a tranquil home, with two parents who are 
Interested and suj^xntive. If he/she becomes a teenager without 
friends, he/she can find satlsfiaction in a host of sditary pursuits- 
stamp collecting, reading, writing, playing on the computer, or 
exploring nature. The satisferctory relationship with his/her 



and avoiding feding isdated. anxious, and londy. Similariy. a 
dysfunctional family can be partially offset by wholesome peer 
relaUonships. FYeud and Dann ( 195 1 ) were the first to notice that 
peeiBcouki substitute for parents. These investigators charted the 
development of children who lost their parents in the Holocaust 
The peer relaUonships these children devetoped buffered the 
horror of their early lives and allowed them to become productive 
adults (Hartup, 1983). Peer relationships that are positive can 
often protect the adolescent who has been accumulating signa- 
tures of suicide. But rejection and Isolation from peers can serve to 
trigger suicide among adolescents who have other signatures 
leading them toward suicide. 

CaUnnd Rbk FMtora 

Adolescent suicides are most frequent among Native 
Americans with a? Natlw Americans commltUng suicide foreveiy 
white adolescent (Wells. Deykin, & Wennan. 1985). Close exami- 
nation of suicide among Native Americana indicates, howrver, that 
generalization across tribes is dangeroua The rate of suicide has 
remained low on reservations where the tribes practice traditional 
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ways (rf living and where emfHoyment and «iucational oppor- 
tunities within the tribal community enabte youths to remain at 
home. On other reservations, the causes for suicide have been wdl 
docummted. Seventy percent of the HsMvt American ^descents 
who committed suldde had chained hooMS and caretakers several 
times before they WCTC 15. Only 15% of thr oontrois e^>a1enced 
this disruption in parenting. PuUyone-hali of the adolescents iwiio 
committed suldde had experienced two or more losses fay divorce 
or desertion. In addition. 40% of the parents of the adolescents who 
c£»nmltted suicide had a hlstoiy of ftequait arrests. The young 
men on the reservation were fofiowlng in the footsteps of the^ 
modds; 80% of than had been arrested in the year preceding their 
suicide. These rather lifeless statistics paint a picture of the 
en^on of tribal and &mily tradition. With that erosion comes the 
loss of rffectlve adult role models, an increase in the number of 
parents who are alcoholics, and a decrease in the role of the family. 
Unemployment and academic failure add to the low self-esteem 
that Native American adolescents fed wlio have gi own up without 
tribal support or parental support In essence, the child is thrown 
from home to home, has little or no chance to devel<^ self-esteem, 
has minimal support and then, as an adolescent is thrown into a 
worid where unemployment and academic failure ocaggerate 
feeling of despondency and hopelessness (Berlin, 1985). 

A similar phenomenon was reported recently among 
Mlcroneslan adcdescents, where the suldde rate for males ages 15 
and 19 is 66 per 100.000 and the suicide rate for males 20 to 24 is 
101 per 100,000 (Rubinstein, 1983). Among adolescents on the 
Truk I^ands, the suicide rate is even higher. 243 per 1 00.000 for 1 5 
to 19 year olds and 255 per 100.000 for 20 to 24 year oId& 
Remember the comparison figure in the United States is 12.5 per 
100.000 for the two age groups combined (Vital Statistics. 1986). 
Traditionally, adolescent socialization in Micronesia involved 
activities oiganizcd around communal linage houses. Each day, 
the men of the village would gather to make decisions and socialize. 
The adolescents in the village looked to these communal 
activities as a focus of their social identity. Within this group, the 
adolescents were valued for their ability to fish, sail, buUd hous^ 
and garden. Fleelings of competent and sdf-worth were, therefore, 
veiy high among the young men in the vllbige. Since the second 
world war. the village level of organization has dislnt^^ted. 
leaving male adolescents to be socialized by the family. At the same 
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time, cultural fmports fcM" the West b^an to put Micnmesian 
addescents in conflict with the authority of the feaaXfy. Ttie result 
was a sense of anmnie anumg the adofescents which ftieied the 
qiidemlc of suicides (Rid^nstein. 1983). 



Black ^idesoents, as agroup. have a lower suicide rate than 
anyotheriSKdalgroiqjtBwman, IS^KWhlteF^.'iescmtsaie three 
times as Ukdy to commit sufdde as Kack addesixiiits (Wdls. 
Deyidn, & Klennan. 19%). Tlie suicide rate for mack adotesoents 
has remained remailcaUy staUe since 1973 (Wbed, 1985). In 
contxast, the suidtte rate for white adtdescents has contlni^d to 
dlmb. 



Japan's suicide rate alw^ has been seen as high conqiared to 
Western culturea Tlrc pressure among the youth of Japan is most 
noticeatte among umverslty students viho have a suicide rate of 
48.5 per 100,000 (Ishil. 1981). The pressures on unlvcreity 
students are deailjr unusual because the suidde rate for aU 
Japanese youth in their twenties is about 20 per 100.000. This 

compares to 12.5 in the 20 to 24yearoIds in the United States. The 
unique stress that J^iaim youth fasse is caBed shiksnjlgaai or 
Examination Hefl. But Warning the high suicide rate on a sUi^ 
examination is Inappn^priate. dose examination indicates that, 
like American adcriefH^nts. Japanese adolescents who report 
suicidal fantasies have a number of difflculUes with their &mllles 
{?ga, 1981). Ttesfclfcenjlgofculsasituatlonal signature that impels 
young men and won^ who are already hi distress to chose suicide 
as an honorable wsqr out of their difficulties (Iga. 1986). 



The situational signatures described In this secUon revohe 
around the adolescent forming an Ic* /. Whether in a tribal 
setting, a family setting, or any of sevend contemporaiy. indus- 
trialized countries, adcriescents with a troubled childhood need to 
form friendships and belong to a culture In which they feel "at 
home." If they are successful in these settings, they can foige an 
Idenuty de^lte their childhood dllficultlea If these situational 
signatures are n^atlve, and no supporUve peers and no cultural 
"home" exist, the signatures for suicide continue to accumulate. In 
such Individuals, a variety of seemlngfy small and innocuous 
events can trigger a suicide. 
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A siq)erfl<^ examination of Utoature might convince the 
reader that addesccnt suicides are Impulsive, misguided acts 

which were not reafljrlnteiKtedtoenda]ife.ButathonH4h reading 
suggests that even though an inq>ulse; haphazaitl event ends an 
ad<^soent's Ufe. the decisions that ted to the act not 
c^cious. An indteatiim of the intent of ^ioteso^ts is their 
rq>eated suicide attempta ShaS^ { 1974) reported that 46% rfthe 
yoimgsulddcs he studied had prevtousfy discussed, threatened, or 
atteii4}ted suicide. Cosand et aL (1982) reported a similar figure, 
but added that previous attoniHs were nwre common among 
females than males, perhaps because the methods females chose 
were more llkefy to fell Adolescents who attempt suicide remain at 
risk ia adulthood and 10% of those who attonpt suicide win 
eventually die by suicide (Doipat& Riiriqr. 1967). Those vi^ don't 
die by suicide often continue to exhibit seif-destnictlvB behavlora, 

such as drug use aiHi drug overdoses (Mehr. Zdtzer. & Robinson. 
1982). 

The addescent years are gei^raOy a time when hnpulslve 
behavior is aDowed to flourish, ifeading to the beach at the last 
minuteordeddln^ on an impulse, to vlsltafriemlv^lsatccdbge 
250 miles aw^, are accepted bnpu^ve behaviors. Some inwsU- 

gatorsseesuidde as simllarty impulsive. CorderetaL(1974)found 
^Idescents who att^pted juid^ to be more impulsive than a 
group of coutnds and to have a higher activity tevd than the 
controls. Similaiiy. suicide attempts amoi^ delinquent adoles- 
cents tended to be impulsive, rather than the result of thoughtful 
nmilnatlon (Miller. Chiles. & Barnes. 1^2). 

The other side of the ailn. the side which says that adcdescent 
suicide is a thoughtful decision, points to the planning that often 
accompanies a suicide, ami the years of difficulty that preceded it 
Going to the ctoset. grabbing a handgun in a moment of anger, and 
ending one's life in the next moment certainly occure. But so does 
the suicide that is preceded by wedcs of subtle goodbyes, in which 
the adolescent dlqsoses of persmial possessions, visits relatives, 
and then canies out a comp}eK jton to end his/her Ufe. In this 
sectloa the qjedflc events which trigger suicide are discussed. 
Some of them seem mindless. Others continue a coui^ toward 
suicide that has ahieady been charted. 
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The amtagkmrffectaiiH^gsrfdesccntsuIiddestsvray real 

justthel^tfiwyemwehavcirttiMsaedanepIden^ 
an Amwlcan Indian Rew«tloa aeveial €»Ry cat su^ 

nartlculaiiy poWifflnt suldde attracts the att^ 

^ suldde p«to among a grwv of tecM«e frienfte. AB <rf tteae 

suggest that havingamodd 111^ commits ailcldclsantti?)^nt 

factor in providing adtfesoents to commit ailddc (Stumer, 
BennanandYufit(1983)aigi»dthatamoddforsiilddc,in«^BCt. 
gives tl« addcscent pmls^n to act rimilaify. An exan^ mim 
Oiappaqua, Ifcw YoA ilhffltiates tl» conta^TO rffect In June of 
1978,a ISyeardd boy who was patjclvediss social Isdatc hung 
himsdf. In Sqptembar. an deventh gtadt hay finom tt» same 
community hur« himself. In the rat scwr.i wedss. five irore 
students, an ftom the same high schod attempted suicide. During 

the same period erne year cariler. noiM of the 1300 stents at 
ChaiMiaqua High had attempted ot committed sutelde (Robbins & 
Conroy. Wten investigators search lor a link brtween 

suicides among teenagers, they crften fitad one. In this case, four of 
tlM addesccnts who atten^ted suicide had vteltedUielr friend 
white he was ho^taUzed after attempting suidde. One of thisc 
studwits later toW tl» i^chlatrist that she was caught up in the 

sutelde gratiires of her fricnfte. 

Suidde of friends and rdaUves have a profound Inqxact on 
teenagcis. Stumer U988) rqwrted that previous suiddes by 
siblings, parents, frlrads. and schodmates figured promimm^ 
among the 96 addescent suiddes he ^dled. He argued that the 
evidenceof contagion iscompdlingenough to wanantthcrapeuttc 
IntervenUon by trained counsdorslmmedlatdyfoltowli^asuldde 

m a idaUve or loved one. Similariy. he aigued that counsdors 
should descend on a high schod if one of the students o^imlte 
suidde Counsdlng with ctose friends and dassmatra might wdl 
forestall further suiddes. 

Having a dose friend or .^tlve who commits suidde has an 
immediate impact on many addesoaita The effect of television 
presentaUons is notncariy as powerfid. Yet tdevldon stories about 

suidde dcaiiy tri^ a ^nlflcant rise in teenage suiddes (Goulcf 
& Shaffer, 1986). Phillips and Carstensen (1986) Identified 3£ 
naUonally tdevlsed news or feature stories about suidde am 
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diarted the fluctuation of the adolesoent suicide rate before and 
after these stories were aired. Durbig the weds Moving the 
tdecast adolescent suicides Increaaed fay approxtmatefy seven 
pcn:entTlii8incrKBeviais greatest anx)ng female adokacTOta The 
fact that adult suicides fluctuated in only a minor way after the 
broadcasts indicates that adolescents are more suggestible than 
adults. Interesting ^nerai information stories seoned to have a 
greater contagion effect than stories about qiedflc individuals 
who committed suidde. Similar contain efi^ects were seen in New 
York Oty after three made-for-televi^on movies desding with 
suicide were broadcast (Gould & ShafiSer. 1986). Six add^cents 
committed suicide in the two wedcsbdoreth^raemovlea In the two 
weel» following these broadcasts. 26 adolescents committed 
suicide. The evidence from th^c two studies suggests that 
fictional presentations of suicide may have a lethal effect 

The contagion eflect Is difficult to pin down. How does media 
attention to a suicide titj^ger another suicide? Does it give tacit 
permission to an addescdit who has been contenq^latlng suicide 
for years? Does It imj^oit the Idea for the first time? Pierhaps 
contagion is not the o ily explanation for this incrrase. Maybe 
coroners are more likely to indicate that a death was due to suicide 
after such broatkasta. Perhaps parents are le^ likely to tiy to hide 
the cause of cteath. TTiese and other alternative explanations are 
difficult to refute absolutely. Some critics have aigued that media 
attention only facilitates suicide among those who would have 
committed suicide in the near future. If this were the case, suicides 
after a broadcast would initially increase and then decrease to a 
level lower than norraaL No such decrease has been found. Here, 
then. Is an example of a trlg^ring efliect which might be altered, 
and if so altered, might reduce the number of suicides. 

If television broadcasts have a fadlltatlve effect on suicide, 
does this effect generalize to other media, such as the music that 
teenagers prefer? Songs have received notoriety as suidde triggers, 
ra^jeclally since a father of a boy who committed suicide, blamed 
the death of his son on the song "Suicide Srfutlon" by Ozzy 
Osboume. "Gloomy Sunday" by Javor and Seress has been tmnned 
from certain coD^ campuses because well meaning admin- 
istrators thought It might contribute to sulddal Impulses (Peck. 
1985). Despite these events, the evidence that such transient 
information might actually foster a sulddal impulse Is rather 
weak. 
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The suicide rate for akjohdlcs is 270 per 100W> and in the 

United States and betwerai 7,000 and 13,000 alcoholic sulcAles 
occur each year «toy & Unnolla 1^). Depies^n is corndated 

with alcohollam. Whether the depres^on comes first axid leads to 
the alcohdlsm. or the reverse. Is not dear. Certainly, d^iression Is 
omimon among the reiatlves of alcohdics (Goodwin. 1982). But 
alcohol by itself, can produce depressive symptoms (Valllant 
1^). 

ItoyandUnnolla(1986)pn5scnt3edconq3dttngdocumcntati<Hi 
for the rote that ak»h<Al^lnsulcldeTli«yi^rted21foilow^i4» 
studies of abxAKdics. with data ^th«vd frwn 10 oountriea In aB. 
they i^JMted on a total of 27,^ atodidlcs wkiose lives, and 
deaths, have been scrutinized Seventeen percent of these Indi- 
viduals committed suicide. The live most carefully contitatod 
studies. In which coroners' offices asslgrod psjFdilatrlc diagnoses 
to the suldcfe vlctlnra, ii^lcate that aladioUsro wm the predis- 
posing fector in 15% to ^5%ofthedeatls. The average age of the 
alcoholics In tfiese studies was, however, 46. What rote doesateohd 
play In the lives of actolesoents? 

Drugand afcohoJ uscare prevatent amoi^sulddal adc^scents 
IGarfinkd, FVoese, & Hood, 1982). A look at 92 teenagere who 
attempted sulcdde used slgmflcantly more dqaessants. stimu- 
lants, marijuana, and alcohol (McKeniy et al.. 1983). Twenty of the 
46 adolescents who aUc.iipted suicide had serious dnig problems. 
Cocaine 'isc Is surfacing as a m^r factor in adotesccnt suicide. 
Danld Lowcnsteln. a neunjioglst at ix:--«an Francisco reported 
on 133 cocaine uses whocanK to SanFyandacCJensalHo^ltal 
with neurological complaints. Four of these patents had Jumped 
ftxMn buildings and another nine dcwdcqied a desire to commit 
suicide aft«-uslngcocali«5{Ritter. 1^7).'nie«^fectheaigued.wa8 
not limited to chronic abusers. Among the first-time users, one 
became suicidal Others became depressed and showed signs of 
personality change. 

Denise Kandel (Kandel & Ravies. 1987) has done a systematic 
exploraUon of drug use among 1 ,158 adolescents. Her scale divided 
drug users Into four groups. At one end were adolescents who used 
no drugs. Next were adolescents who only used alcohol and 
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dgarettes. In a third group were teenagers who used marijuana A 
fourth group used cocaine. Suicide attempts were posltivi^i^ted 
to the Increai^ potency the drugs used. Fifty-four percent of the 
cocaine users had attec^ted suicide. The correlation between drug 
use and suicide attempts was stronger for females than males. 
Kandel sug^ted that these young women are attempting to 
tranquUlze themsdves and that drug use is really self-medicaUon 
desl^^ to relieve tension. The females using u*c most potent 
drugs were functlonli^ at lower levels on all dUn^slomr -family 
InteracUoa peer relationships, and school success. Hiese teen- 
agers were at theoutsklrtsof the school society and their family life 
was mlnlmaL They were also likely to have eatii^ dlsordera. If. in 
addition to the above proUems. the girls had a histoiy of trouble 
with the law. the likelihood of a suicide attempt was high. 

Women who are pn^nant often fed depressed and take their 
own Uvea Suidc^ anumg pr^nant women are more likely during 
the fir^ trin]^ter and occur most often among unnuurri«l woanen. 
In the more restrictive sexual atmosphere of previous decaites. 
Invrotlgators foujul that 13% of pr^nant females uiuter seventeen 
years (tf age attenqited or threat«»dsulclfte(Gabrl€teon,iaeraian. 
CuiTle. l^ler. & Jdtd. 1970). More recent data suggest that 
pregnancy among umniiTied vromen is not the disaster that it 
used to be: in foct some investigators fed that pregnaniy confers 
sinne protection against suldde (Klelnert 1979). Otheis have 
aigued that adolescent females have sought pr^nandes In the 
hope at alleviating theh* dlssatl^actions with life. When these 
e^jectations are not fulfilled, suicides became more frequent 
(Toolan. 1980). 

Occasionally, a sulddal crisis is triggered hy a specific failure. 
Usually these failures involve a toss of Identity (Rublnsteia 1986). 
Lucy an 18 year old high school senior had studied ballet for 9 of 
her ISyears. SIk! had hoped to be awarded a sdidarahlp to a m^r 
ballet academy after graduating from high schod. Nbtimly did she 
not recdve the scholardiip. she was not accq>ted at ti» prestigious 
academy. Her depression was immediate and sulddal fonta^^ 
filled her days. She lost interest in ballet had adramatic change in 



Ch 8 "Signatures" of Suldde 235 



ERIC 



her sdf-lmage. and was Wale about an ana® ctf her 1^ 

£i«at emotional pain. Crisis intiavHitlon h^ sec ttot a 

wicty <rf optiwjs CJdsted Tlic ailcddal carlsis passed in about a 



[Pcdk, 19851 S<ai» suicide crtees are not as ea^avertiAAveiy 
successful male hl^ 8<^od student in RlMdc Island had tort an 



eleCtiOll lu* x^iaao pi w*^v^»- - — ^ — w i aoc) 

was a fector to his suicide three days later (Stun^, l^J. 
Pfercelved faUure, then. Is often the trigger for a suicidal crisis 
(Rubinstein, 1986). 



Whether or not suicidal addtescents are under 
sure from their parents to achieve a?^"'^^^ 
question. The contradictions to the iteta pnrtsaWjr reflect tte 
differences in the way parents and teaiagers perceive the sim- 
ation.FV>r example, McKeniyetaL(1982)arfadpaientstoMw^^^ 

questionnaire examining pressure to do well in school. TWs 
isessnmnt reveaM that tl« parents of sulc^ teenagosdldi^ 
differ to their expectations from tlw parents erf teoiagerswho^ 
not attempted suKdde. However, these investors asked 
the adotescents, those who had attenqjted sulddc perceived much 
greater parental pressure than those who had not 

Ufe's smaU affronts often assume mammoth proportions 
when vlewred through theeyesofaddescentaYet most adolescents 
negotiate thesechaltengessucce8siully.tofect.addescencelsseea 
Generally, as a period of increasing self-esteem awl competence 
(Peteraen. 1987). Among suicidal adolescents, the reverse is true. 
MartlnSdigman(1^7)aigiMxlthatadoIescentsgetonadcvdop- 
mental track in cariy adolesceiK*. Ii»tead of following a positiw 
track, suicidal adolescents seem consl©»d to a negative one. The 
trials of their diildhood yeais have handl«q)ped them so they deal 
less effectlv^ with the intenslHcation of life that is part of 
addesceiKS. 

BEHAVIORAL INDICATORS 

The signatures of suicide mentioned above are typically seen 
as pradlsposlr^ factors that occur or not in the hlstoiy of the 
adolescent. Behavioral Indicators are much more Ukdy to warn oi 
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immed^te danger* In this ^rtlon <^ the chapter*, the litoature 
a>noeniiiig atypical t>ehavlois tiiat flash an Immediate warning 
light for jmrents, oounsdorsy p^hdc^sts, and friends win be 
examined. 

To addescents contonidatti^ suicide, schod become super- 
fluoua Many teenagers who ccnmnlt suicide onfy att^id schocd 
^xjradlcally prior to their suicide (ISiafier, 1974). Other teemigers 
dn^ out altogdhor. A precipitous drop In school grades is a ^milar 
manifestation of the lack of Interest which may presage suicide 
(Kandd & Ravies, 1^7). 

Atypical Kattng or Sleeping Patterns 

Steqp dlsturiiancK are one of the most common signs of 
addescent difficulties (Bettes & Walka-. 1986). Itshlo-. McKeniy. 
and Moi^ (1981) found that 81% of their sample of 108 
adol^cents had trouUe keeping prior to their suKdde attempt 
Eating patterns were also altered before the suicide. Almost two- 
thirds of theadotescents Intrr viewed r^rted losdi^ wei^t before 
their suicide attempt most of them indicating that they had no 
taste for food. 

CTommfinti fthoiit fif nif <if Wortlilf wnf ss 

The myth that peopte who talk about suicide are the ones who 
sill do nothing about it has died slon^. This Is particulaily true 
with addesorats. Adults and tochers Just cannot believe that an 
adolescent wouM take his/her life. Even males brandishli^ guns 
have been Ignored or dismissed as "Just being macho.*" Such 
actions should always be taken seriously. Even comments which 
indicate utter hcqidessness should ahvays elicit a response from 
parents, teachers, and counselors. 

IMq>e!sSsig PnwHial FoMesskm 

One of the dearest signs of suicidal crisis Is the dl^rslng of 
personal p(»s^lona One hl^ schocd student gave a friend his 
skis, his Walkman, and his tape collection. At the same time, he 
advised his gliifriend not to buy a dress for the prom. Hiis dear 
cutting of lines to the future means that some action is imminent 
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WabdBgWmpmm or BaifaHuate* 

If weapons or dni^ are readify avallsdl^ tlw ta^ of oomi^ 
tli^ suldde is rdativd^ easy. lyplcaDy, teenagers do iK>t know 
enough about dru^ to be sure of their »:tions. Hence, in the days 
or weeks Immediatdy preceding the suicide attempt, subtle qura- 
tlons may be iM>sed xe^irding the amount of a drug that oi% might 
safdy tate and «diat might be a lethal dose. These sorts of questions 
should serve as a warning to anyom; working with adolescents. 
Similar questions about the type of ammimition used in a gun or 
where ammunition is kept should also rai% an alterm for parents. 

Use of Diagi or Alooiml 

An Increase in the use of dn^ or akohd may be the first 
indicaticm that adolescents are tii^ to ease the difficulties they 
perceive in their lives. Parents who are alert to this sign can often 
arrai^e for their adotescent to talk to a counsdor before a crisis ia 
reached. 

CASE STUDIES 

Having outlined a variety of signatures for adolescent suicide, 
sonte case histories of addescent suidde are prraent so that we 
mi^t examine than to see whether one can locate signatures of 
suicide. Furthermore, ]o6k at the number of signatures present in 
each case and tiy to weigh the imi^t of those a^inst any buffers 
that might exist in the child's environment 

Chris, a 17 year dd male hailed himself with his mother's stocking. 
He was not the first bom. he had three older sisters. When Chris tras two 
years oJd. hts father Ie(\ the home. The sisters soon left to start their own 
lives, leaving Chris with an owrprotectlw mother who had a strict 
rriiglous background. 

Chris' schod years did not go well he had variety of social pmWems 
and a slight speech impediment which contributed to his Imv ^f-esteem. 
He was a loner through Junior high. By senior high he needed ^proval and 
support but found none. The day he killed himself seemed uneventful. 
lUtman & Dlller. 1^5) 

Chris' suicide was not triggered t>y a particular event. Instead we see 
the signatures, prraent for many yeais. of father loss, peer isolation 
aggravated by a dight speech Impediment, and estran^ment from the 
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only i»mt Bi t^mc. AO ci these are powerfid ^gnatum ^ik^te. In 
Chris* Ufie^ «e see m bu&iB to cmmlaart tte f^TO 
hUn toward suldde. 

a 15 year cdd gtii vas rdm^ to a ttoaplst after a wtclde 
aitaiq>tS»lxganttiethai^)y8e^mtyreaiiti^a lOj^gebamlwrttten 
lettn-inwhiclistecfescxlbedl^KiicidalfiBdin^ 
hc7 fedlsg that parents hated her, aiHl t:^c^ 
Ste tlmi^t siie iim driidciz^ to diJdl ta* fMtngsL Itar nx^^ 
that aheh^ ne w b een dk?setoSa^,EtCTduripgSdyscaily 
had battled over eveiy conceivabte issue— rating. tollet*tralning, 
dlsdfdlRep and so fcath. tTbotaa ISSO) 

In SaUy's case* long icnn conflict with her jmienta alcohcd abuse, and 
londtr^ss. despite her sexual ^venluies, were Important signatures of 
suidde. 

Recent studies, recc^ifdzing tix in^rtance of several signa- 
ttires in one life, have conqiared the number of ^natures in the 
lives of diflering individuals. Detailed case histories obtained from 
friends and relatives who were interviewed after a teenager 
committed suicide indicated that the» adolescents h^ an avoage 
of 8.3 ^giutures suicide. A omqnrison groiqi peers h£ul an 
average of 4.7 sigi»tur» of suicide (Utman & DiUer, 1985). 
Tomlinson-Keasey et aL { 1 W6) evaluated tte signatures of ^iteicte 
in the lives of wom^ wiio committed suicide and a conq^rlson 
group of women wtK> did not The women who a>mmlttai suicide 
had an average of aST signatures for suicide. The contnd women 
averaged L30 signatures of suldde. The point is not the presence 
or ateenoe of any i»rtlcular signature that predicts suicide, but 
the accumulation of the sorts of native evraits that have earned 
the title ^'signature.*' The force of the signatures is especially 
powerful in lives with few pi^tive events. Sulfide results from a 
complex interplay of these signatures that have their most perni- 
cious effect wl^ they accumulate and inters over timet resulting 
in chronic despair, the of %lf-confidence, ai^d a feeling of 
hopelessness, 

CONCLUSION 

Add^cence is a Ume of challenge, changet and adjustn^nt 
Because of the need to develop a uniqtie identity, sdolracence 
carries with it a considerable amount of anxiety. When the 
turbulence of adcd^cence is oinibined with a conflict ridden and 
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dysfuncUonal hrane aivlronmeiit alcdesceits lack the suj^rt 
ai»i sdfKXHifldcnce to cope with *\a dws^ eaqiected of ttoa. 
Adolescence should be a time of expkjrlng. of practicing newly 
foumi ddBs, <rfteaniiiig how to interact with filenite of bi^ se»^ 
and <rf finding the niches that ^ si»c«ss for cjach IndtviduaL 
Whenadotescenceproceedslnaposttivew^, these mltestoiws are 

managed readily, typically with a few major dlfflculUes. For 
children whoenteradotesccncewithadamagedsenseoftl^own 
self-wortli and who operate on the cdgra of the family, the schod, 
and peer groups, the picture is much bleaker. Seemingly minor 
problems can precipitate a suicidal epl«)de- 

Interwntlons during adolescence must have as their goal the 
formaUon of a secure Identity and sense of competence. During the 
early adotescent years, such interventions might ward off the 
isolation and lack of identity which are two signatur^ charac- 
teristic of suicidal adolescents. The actual triggers of suicidal 
crises sometimes seem paltiy— a tdcvislon abxm. a fight with a 
boyfrtend/glrifilend. Yet tUraiy counseling ml^t be ai^aoprlate 
atthlsstage. Through afl of these st!^Es.pamits.teMd™, and 
mental health professional must be aware that dq)resrton. drug 
use. and suicide are increasing and they are Interiocked problems 
that adolescents fece. Reco^il^ the signatures of suldde, fxmn 
childhood on, and taking action to Tseep the child on a positive 
devetopmental track couW wdl save lives. 
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BDrrOSIAL iiaSlllACTi This chapter provides an 
excellent review the literature netoied to adolescent 
suicide prevention programs, pmposes contentjor school/ 
community based suicide pretention programs, and 
di^^ussesrecxyrnmendattonsfor schools and comrnunlties 

tnteresied in initiating a prevention program. The reader 
wiUJlnd this Oiapter particuSariy concrete and amstruc- 
ttve. 

The problem of adolescent suicide hasbeen stated throu^out 
this borft The rate of completed suicides among adolesaits has 
douWed m the last 10 years and tripted in the i^t 20 years 
(Teenage Suicide, 1981 KToday, suldde isseoind only to accidents 
as a cause of death m the 15 to 19 year dd age group (WeUman, 
1984). Yet in the 18 to 24 year old age group, suicide is the most 
common cause of death (Miller. 1981).AuthoriUesbdleve that the 
actual number of youth suicides Is considerably higher. cUlming 
that many one-vehicle accidents and other fatal "mishaps" should 
be recorded as suicides. 

The fsrct that suicide among adolescents is a probdm is not 
disputed. What kinds of educaUonal pipgrams. and vrimt jwpula- 
Uons to reach with these programs, becomes the question. 

Suicide is often refered to as "a permanent answer to a 
temporaiy problem." Is suicide prRvenUon possible? Szasz (1986) 
felt the term prevention itself, especially when coupled with 
suicide, implies coercion. He further stated that coercion leads to 
institutionalization of the suicidal persoa 

This chapter will not deal with coercing suicidal adolescents to 
be institutionalized. It will deal with prevention of suicide from an 
educational standpoint— education of educators (admini- 
strators, teachers, and special service personnel), parents, and 
adolesents. Education of a variety of populations is the starting 
point for adolescent suicide preventioa 

The literature is replete with examples of adolescent suicide 
attempts and completed suicides that could have been prevented If 
educators, parents, and/or adolescents had received basic infor- 
mation regarding suicide. In May of 1987. a 14 year old ninth 
grader in Laredo. Texas spent Friday evening, all day Saturday, and 
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SuiKlay nwrnli^taHdngwimcadiof hls21 da&miates. 
the 2 1 converaattons the 1 4 year old said either "I am going to kffl 
mysdT or "I am going to commit suicide". In each situation his 
peere. due to XmM of basic Information, eltJ«r did not bdlcve him, 
£d not fed he was tte "type." or fidt he was not serioua At 400 pm 

on Sunday the 14 year <dd commlted suicide. 

Education is the key and Initial focal point of prevenUng 
adolescent sulddeCShneldmaa 1985). Suicide educaUon must be 
developed for educators, parents, and adolescents. 

This chapter includes the foUowlng secUons: { 1 ) review of the 
literature related to adolescent suicide prevenUon pit^rams, 12) 
proposed content for school/community based prevention 
programs. and(3)lmpUcationsof school/community based preven- 
Uon prt^rams. 

REVIEW OF THE LITERATURE 

Many schools. communlUes. oiganlzaUons. and assoclaUons 
have responded to the problem of addesMnt sulddeby developing 
and implemenUi^ suicide awareness awl prevenUon programs. 
The immediate problem for the devdc^r of prevention programs 
is that many of the programs developed have not been rqjoited in 
professional Journals. Not a single reference source Is avallabte on 
the thousands of programs that have been developed throughout 
the country. Many of these programs have been developed as a 
result of muIUple teenage suicides In a community. 

S Inct : Jhoois are found In almost eveiy community, they are In 
the best iKWition to IniUate. develop, and Implement suicide 
prevenUon programs. 

Ayhvard (1987) surveyed aU high school counselors in Kansas. 
The survey Investigated three areas: (1) the current incidence of 
attempted and completed suicides, C2) suicide prevenUon pro- 
grams and services provided by schools, and 13) the perceived 
needs of high school counselors In Uie area of teenage suicide 
prevention prt^rams. Sixty-seven percent of the high school 
counselors responded to Uie survey. Some of the alarming Andlngs 
of this research project were 1 1 ) 70% of high school faculUra had 
received no In-service training relative to suicide. 12) 95% of the 
schools had provided no suicide InformaUon for students. 

252 Preventtng Adolescent Suicide 



2t;i 



In addiUon Ajdward (1^7) found that 36% of high school 
counselors had received no ^)eclid tralnln ; for working with 
adolescent suicide and that only 28% of the co'onselors had 
received suicide training from counselor education programa 
Fifty-three per cent of the rounselors felt their greatest need in 
suicide prevention was provisions for faculty in-service training. 
Forty-four per cent of the counselors desired additional suicide 
training for themsdves. 

Although the results of this research cannot be generalized to 
other states, it does su^rat that much remains to be done in 
suicide awareness and prevention. 

Educators play an important rde In prevention of teenage 
suicide beoiuse they spend so much time with adol^cents. An 
Important step is to conduct In-service programs so as to help 
teachen) understand causes, warning si|^s. n^^s. su^stions on 
what to do if they are (»ncemed about one of their students. 
C^tlmally. this should be a r^ularly scheduled In-service and not 
an in-service in reaction to an attenqjted or completed suicide 
(Appel. 1984). 

Educators must remember that discussing suicide does not 
promote suicidal behavor (Wa^run. 1976). For many teachers 
fear, not lack of concern, is what turns them away from a suicidal 
student (Peck, Faiberow. & Litman. 1 985). I^orance of what to do. 
not an indiiference toward doing something, leavra a teacher 
unwilling or unable to act effectively. 

Although some teachers may become invrfwed in intervention 
with suicidal adolescents, more often the guidance counselor, 
schocd psycholf^st and/or social worker is{are) intervenerfs), 
Th^ ^)ecial services personnel must be adequately trained In 
order to deal effectiwely with a suicidal ^olescent These personnel 
are in a unique position to act as liaison between the ommiunlty 
and sch{K)L between mental health professionals and teachers, and 
between parents and students. One of the most important 
functions of the guidance counselor, %hool i^ychologist, and 
social woriter is to construct a referral network of psycholcgists. 
psychiatrists, emei^gency tetephone hotlines, and mental health 
agencies to contact in case of emeiigency. 
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Because nine out of ten suicide attempts take p\Bce at home, 
parents need tobe aware ofbasic Infonnation rdatlve to addescent 
suicide. The most effccUve suicide prewnUon technique parents 
can exercise is to maintain open lines of communcatlon with their 
children. Parents also need to know the warning signs of suicide, 
what to do. and where to go for hdp IHeniy & Morse. 1985). 

Parents can tower the rl^ of teenagp suicide by teaching their 
children some lessons about life during the child's develq>mental 
yeara. Elkind (1981. 1984) provided many Insights ir hdplng 
parents underetand their children's stresses. He specificaUy 
emphasized stresses createf*. by parents, schoola media and 
society. Parents would be wise to teach theirchildren: ( 1 ) bad times 
do not last forever. (2) showing your hurt helps you heal. (3) the 
chlM is an Important member of the family, and (4) thechlld wiUbe 
loved no matter what {Kline. 1986). 



AdcdesceiUs 



With the increasing Incidence of adolescent suicide, schools 
are realizing the importance of suicide prevention programs for 
adolescents. Research Indicate that adolesixnts woukl flret turn 
to a "friend" (91% of the time) to discuss suicidal thoughta FYlends 
were chosen as confidants over thechoicesofparents,other adults. 

teachers, school counselors, school nurses, or clergy (Peck 
F^iberow, & Utman. 1985). With this in mind, it becomes apparent 
that although school staffs need to become weU versed in suicide 
prevention, equally Important is to teach students facts about 
suicide. 

Sartore ( 1976) stated that suicide can be minimized through 
an educational program which emphasizes understanding rather 
than avoidance. He felt that students need information on causes, 
symptoms, and alternative to suicide. 

When adoles«;nts who want to learn about suicide are not 
provided with reliable information they often seek out what they 
can as best they can. Often, their sources are rumor and specu- 
lation, and their experts are other adolescents (Peck et aL. 1985). 
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PositiwB evidence exists that well conceived suicide prevention 
programs are highly efTecUve. In F^ax County, Virginia, 20 
ad<descent suicides wctb reported in 1980-81. Fdlowing the 

implementaUonofanve-part suicide prevention pn^ram in 1982, 
the number of suicides dn^iped to four or five. 



During the same school year, 19W)^I, the Shawnee Mission. 
Kansas schools oqserlenced 12 comj^ted suicides among their 
five high schools. The schod responded by appointing a district- 
wide suicide awareness/prevenUon committee. The committee, 
made up of schod psychologists, counsdors, administrators, 
teachers, and students, devdqsed a four levd program. The first 
level included providing suldde Information programs for all 
special services personnel (counselors, psychologists, social 
woiicers, and nurses). The second lewd of the pit^ram provided 
suldde Infornmtlon for all secoildaiy faculty. Level three provided 
extensive training for one high schoc^ counselor in each building. 
Level four developed printed InformaUon for te»:hera. parents, and 
students. This suicide prevention program dramatically reduced 
the number of suicides in the Shawnee Mission Schools. 



Piano, Texas experienced eight teenage suicides in a sixteen 
month period between February. 1983 and May. 1984. The high 
school turned to community experts and students for help. The 
program developed by the high school in Hano. Texas is based on 
creatlngaone-to-onerelauonshlp to get problems sdved. The most 
successful program in place in Piano is called Students Working All 

Together(SWAT).SWATpalrs high school studentsinatypeofbig 
brother or big sister arrangement The targets of the SWAT team 
members are usually troubled students and transfer students- The 
basic rule for SWAT team members is to become sensitive to other 
students' problems and offer hdp. Students Thinking About Pters 

(STOP) and Believe It or Not I Care (BIONIC) are two other programs 
at the high school in Piano. The concerns of student volunteers in 
this pn^ram range from dassmates who have been ill to groups 
focused on alcoholism and drug abuse. Since the beginnlngof this 
program, the school has received over 500 inquiries from 47 states 
and no suiddes have ocxiurred (Kline, 1986). 

Ch 9 Overview of Prevention 255 



ERIC 



ERIC 



Jeffereon County. Cdorado had 18 teenage suicides between 
January. 1985 and June. 19^ (Tugend. 1986). Jefferson County 
used a community based program to provide infonimtlon on 
adolescent suicide. Suicide Prevention AUied Regional Effort 
(SPARE)pn)vldedacoordinatedoutreaiipn«ramforparentsaiKl 

profesionals. The suicide prevention program provided work- 
shops for schools, temples, churches and other {daces w^iereyoung 

peoi^e gather. 

The LosAngelesUnifled School District (Barr. 1987)launched 
a suicide prcvcnUon pn»gram. Hie mafor focus of the progam 
shows teachera and staff members a vldeot^ on identifying 
warning signs. 

In Florida, the Youth Emotional Devdi^ment and Suicide 
Prevention Act of 1984 required each school district to develop 
suicide prevention pn^rams in coonUnaUon with poUce, i»rents. 
and localyouth agencies. Florldaschoolsrequirestudents to takea 

life-management ^scourse.usualfyin lOth grade, which covers 
suicide. 

The National Association of Secondaiy School Principals 
(1^) has published a pamphlet on "Tlie Trauma of Adol^jeiit 
Suicide." The pamphlet recommends the development of a Crisis 
Resource Team. This crisis team should be established to assist 
schools in any crisis situation, including suicide. 

Phi Delta Kappa (Pfelfer. 1986) provides helpful information 
for schools relative to what schools can do about teenage suicide. 
Included in their recommendations are suggestions for a survival 
curriculum. 

The American Association of Suiddolt^ is an excellent source 
of information about adolescent suicide. It promotes research, 
public awareness and training for understanding and prewnting 
suicide. 

Davis ( 1982) provided an excellent review of adolescent suicide 
from 1940 through 1982. Hundreds of other resources are 
available to assist individuals in developing suicide prevention 
programs. Developers of prevention programs should 
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1. plan the program: 

2. review the mat^als to be used: 

a co-^nsor the pn^ram with community agencies that 
work with addescents: 

4. provide cq^itunltl^ for educators, parents, and adol^ 
cents to attoid the program; and 

5. evaluate the effect of the suldde prevention program. 

SUICIDE PREVENTION PROC»tAM CON1T3VT 

This section will present suggested content (information to be 
presented) for suicide awareness and prevention programs. These 
recommendations are based on over eight years of experience in 
conducting over 400 woiicshoi^ and semlnara on suicide aware- 
ntsa and prevmtlon. The niEyorlty of tiKse woiiksht^ were 
provided for educators, parents, and ad<descenta The content for 
the workshop (Ndson, 1985) was developed from a review of the 
literature on mtelesf^t suidcte and my experiences cmmsdlng 
with suicidal adt^scents. 

This sugj^ted content provides a tose for suicide awareness 
and prevention progranra. Flvecontentareas are rerommoided for 
prevention prc^rams focused on aiucators. i»rents, and ad<des- 
centa The five areas are four components of prevention, general 
commenta myths, warning ^gns, and what to do. 

Four Components of Prevention 

The more peopte who understand and ao^pt suicide for what 
it is— a needless and ofi en preventable cause of death— the greater 
the chance that suicide wil eventually be remoml from the list of 
leading caus^ of death of adotescenta 

The adol^cent who is suicidal needs four components in their 
life. The four components are as follows: 

A concerned frieiid. Over 80% of suicidal youth feel that 
their families do not underatand them. Not being appreciated 
or understood by their famili^ seems to be the most common 
factor in the continuing chaos and unhappiness in the young 
person's life. The concerned friend may be a peer, parent, 
teacher, counselor— the important point Is that the adoles- 
cent feds that someone is in his/her life who will listen to 
him/her. 
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AccesMblepeisoiis^dio know tlte warning slga». In over 
80% of adolestent suicide attonpts and completed suicides, 
warning signs exist (Peds et al.. 1985). These warning signs 
often are not seen before the attempt but after the attempts 
and/or siUcide the warning signs become obvioua Those 
signiflcant people in the lives of adolescents must become 
know4edgeable of these warning slgnaTheseslgnificantothers 

Include educators, parents, and peers— in essence, peoi^ who 
come in dally contact with youth. 

Peoide in fbeit lives who are willing to talk wllb them 
openly and frankly about wiiat they are feeing. Too often 
when a person is in crisis. Mis. Uncohi (CoOison. 1978) 
re^nses are used. Mrs. Unoiln re^nses are inappropriate 
responses to pei^le in crisis . 1*. "other than that Mrs. Uncohi, 
how was the iriay". The suicidal adolescent is often told "you 
realfy shouldn't feel that w^", "eveiyone thinks about suidde". 
• in a week youTl fed much better". If the Individual really 
believed any of the above responses they wouW not be thinking 
of suicide as the answer to their problem(s). What the 
adolescent most needs Is someone who wlU talk with them 
openly and frankly about what they are feeUng and oqperi- 
endng. They do not need Judgn^nt or criticism. 

Someone who is willing to refer tticm to profeaaional 
help. This may be one of the most difficult roles for educators, 
parents, and adolescents to ftll. The adolescent is often 
reluctant to seek additional assistance. Remember that what- 
ever is going on with the suicidal adolescent wlU not go away by 
itself. If concerned about making an error, remember that toerr 
on the cautious side and lose a friendship Is better than to err 
by not acUng and lose a friend forever. Your first responslbUity 
in any suicidal situation is to preserve life— not friendship 
(Wagsbrun, 1976). 

General Comments About Adolescent Suicide 

The following general comments about behavior and adoles- 
cent suicide are helpful hi approaching suicide prevention. 

To understand what a suicide is about one must know the 
problem suicide is intended to solve. In almost aU instances 
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adolescent suicide is the re^wnse to a specific pn^lem or series of 
pnH3l»i» (Kla^lium, 1976). In cnder to work with suH^dal adoles- 
cents, pn^tem identlficatliHi and pit^i^in serving alternatives are 
key ingredients. Until the protdem has been identified, no possible 
alternative solutions may be suggested 



Adolescents perception cf their world is accurate to them, but 
may he perceived quite d^fferentty by adults. These perceptual 
discrepancies result in the adolescent looking at his/her situation 
and feeling that no answers exist, and the adult looking at the 
adolescent's situations and feeling things really are not serious. 
The adolescent has not had enough life experiences to allow 
him/her to realize problems can be solved, alternative solutions are 
possible. The adult, on the other hand, has had life experiences 
which reinforce the belief that people can survive difficult and 
traumatic experiences. 

People behave according to how theyjeel about themselves 
at any given time (Dreikurs & Stolz, 1964). This basic principle of 
understanding human behavior is helpful in understanding 
suicidal adolescents. When the adolescent has an unsolvable 
problem, he/she feds that the situation Is hopeless. As a result tlie 
behavior of the adolescent changes. This change in behavior is one 
of the major warning sign categories. 

Suicide and depression are not synonymous (Shneidman. 
1985). Depression has been experienced by everyoiie. however, the 
depression did not result In suicide. E\mn though suicide and 
depression are not synonymous, it should be noted that depression 
is evident in the majority of suicidal behaviors. 

Suicide is most c^ten done on Impulse— but suicide is also 
premeditated. Suicidal behavior is thouglit about and planned. 
This premeditation provides clues for mental health professiomUs. 
The therapist working with suicidal adolescents needs to deter- 
mine the specificity of the suldlcal plan. The greater the spedticity. 
the higher the risk. Since suicide is most often done on impulse, at 
the height of a crisia an important ix>int to realize is that If the 
individual can be helped through the crisis, the urge to commit 
suicide will be diminished (Shneidman. 1985). 
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25% ^cutalescerdsuUidalb^iam occurs 

aibaescent is unOer the tnflucnce <^ ^^'^'^^J^J^ 
alcohd and drup do not cause tte suWcteTljJs^ 
have been present before the ingestion of ak»hol Mid dru^^^ 
adducent under the influence erf a substance to not tiU^ 
and behave in a raUonal and logical manner. The fJ«^«f\t !^ 
thought about suicide before, hovi^ the alcohol and/w drugs 
prohibits the raUonal and logical approach to proWem solving. 

Suicidal thotj^Us. threats, and actUms are mosti^aies 
for help. Suicide prevenUon can only happen if " Pfo^f^ 
"Su^Tto^ I^t8.Ld addesaaits with information that allows 
them to underatand the thoughts, hear the ttaeats. and see toe 
suicidal behaviors. Repeated suicidal ^hou^te. thr^ a^ 
acUons often create a "ciy wdT syndrtmie. Suicl^ ^v^^ 
threats, and acttons must be takiai serlousty- As stated earlier, to 
err on the cauuous sicte is better than to not act at an. 

individuals interested In suicide fMeverMon must be am- 
uf need that one concerned, caring person, can smx the life oja 
suSl adolescent The suicidal addescent feete atone and 
misunderstood. To have anyone, manyw^.mdicatehe/she cares. 

18 concerned and is willing to hdp Is extremely inqwrtant 

Myths of Suicide 

Myths of suicide, things beUeved to be true but are not create 
mariy road blocks toward decreasing the rate a^olesant siddde 
attempts and completions. The myths of suldtte must be dlsp^ 
In prevention programs. Some of the myths of suldde have been 
previously presented in Chapter I of this book. 

Warning SigHis 

As staled earlier, warning signs always are presentm suicidal 
behavior. Many times the warning signs are subtle. The warning 
Signs of suicide are. in many respeds. similar to adotes^nts 
eSerlendi^ substance -^buse symptomology. The importance of 
resizing warning signs is crucial. People under stress and In 
crStmuma sltuaUons do provide dues that indicate they are 
hurting and In trouWe. 
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Researchers believe that most suicidal Individuals omvey 
ti^r Intentimis to saamms in th^ n^m^oik of frtends, &inlty. or 
peers, either openly or covertly. These pe<^lc are most Intimately 
and extensively In contact with a particular suicidal adolescent 
They are probaUy in the best position to recognize the signs and 
rendo* hdp. 

No one profUe or checklist exists for identifying a SRL2i<^dal 
adcdescent Suidcte, like much at human behavior, is difficult to 
predict Despite esqperts' best efforts, even they cannot say if or 
when a person will attempt suicide. But they have identified several 
wamli^ signs which, particulaily in combination, denmnd imnw- 
dlate -jonuem and attention. 

The f(dlowli^ list of warning signs is not all inclusive, but they 
provide a base for what to look for in s'liddal adotescents. 

1. Soicktal threats. Suicidal threats can be classified into 
two categories: (a) veiled/dlsgulsed threats and (b) ^jeclflc-deslre- 
to^lie threats. VeUed/dlsguised threats m^ include "sometimes I 
just want it to be over with", "I can't take it any more", "the world 
wouW be better oflfwithout me". Iliese veUed/disguised threats are 
like little teasers— but thqr must be iKard. 

Specific desire to die statements leave ik> doubt about the 
addesoents intentions. Tm going to kill mysdT, "Fm going to 
commit suicide." Th^ direct threats require imnwdiate atten- 
tion. These direct threats require referral to competent mental 
health professlonate. People who talk about suicide do attempt 
suicide and do commit suicide. 

2. Snddra dianget in bdunior. This category of suicidal 
warning si^ reflects the concept that people behave according to 
how they fed about themselves. Vihcn ackdescents are e^>erlencing 
str^ proUems. and traumatic events in their lines, behaviors 
change. 

Chan^ in eating behavior are common. Often the adolracent 
reduces the amount of food eaten. In some Instances the adolescent 
binges on food. 

Ch 9 Overview of Prevention ^1 

27U 



ERIC 



Chaises in ^eqilng behavior ma^ be another warning sign. 
Hie adolescent may sle^ an inordinate amount of time. Eixcesslvc 
aleqslng allows the individual to avoid stress and conflicts. 
Insomnia is anoth^ warning ctf pet^^e in stress. 

The adotecent a>nslderlng suicide will often change dress 
and personal ai^>earance. This change primarily results in an 
atutude of not caring what he/she looks like. Piersonal hyi^ne and 
grooming reftect their feeling of d^ression and low self-este^ 
They quit caring about what they look Uke. 

The suicidal adolescent's gradra may drc^ and schod atten- 
dance becomes sporadic. Educators, parents, and adolescents are 
in excdient position to c^bserve these two changes. 

The suicidal adcdescent often dononstiates changes relative to 
activities that once were important to them. They becxnne disin- 
terested and drop out of these activities. This chan^ is the 
adotescent s attempt to bm>me isolated. 



3. Deprcaaioaaiulis^atioii.'nie suicidal adcd^centwUI be 
depressed (Peck et al. 1985). This ciepRssion is often expressed by 
changes in behavior. The depresslcm may be demonstrated by the 
adolescent's choosing isolaUon from friends and family. One of the 
difficulties in perceiving adolescent d^ression centers on the fact 
that adolescents often show their dqjression in wsys that are 
different from how adults show their d^r^ion . The adotescent 
who is displaying acts of defiant aggressive and rebellious 
behavior may be expressing their depression. Depressed people 
often have a native view of themsdves. they distort r^ty and 
th^ have a negative view of the Riture (Klagsbrun, 1976). 

4. Ohdag mtmf valued powestioiis. In some cases the 
suicidal adolescent will give valued possessions to their friends. 
The obvious process is that the youi% person has decided to 
commit suicide, but before they implement that decision they want 
their friends to have their most valued treasures. 

5. Gettiflig thdr lioiue in crder. Another warning sign 
revolves aroimd "getUng their house in order," taking care of 
unfinished business. The adolescent will often patch up old 
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qiuurrete. make an^ids for past mistakes. Tliqrare taking st^ to 
put their afi^drs In osder. Sitch bdiavlor Is i^rtlculaity abrmlng 
when other warning signs also are present 

6. Previous wdcldcatieflyti. People who have made serious 
suicide attempts are at the highest risk for actually killing 
themselves (National Institute of Mental Health. 1986). The suicide 
rate for repeat attanpters is up to 643 tim« higher than the overall 
rate In the general population. Between 20 to 50% of the people who 
commit suicide had previously made attempts. 

7. A Imm in their life, A loss in an adolescent's life Is often a 
contributing factor to suicidal behavior. The loss in their life may 
Include break-up of a love relationship. This loss appears extremely 
difficult for many adtriescents. Ayiward { 1 987) found that a break- 
up in a love rdatlonship was a contributing factor in 26% of suicide 
attempts and completed sulddea 

Loss can be the death of a family member. Adolescents may 
have a concept of death that Is different from the adult's concept of 
death. As p«?ple continue to have longer life expectancies many 
young people will not have experienced the death of grandparents 
and/or other family members. They don't comprehend the finality 
of death. 

Loss of a parent through divorce also may be a factor in 
adolescent suicide. 

Any significant loss should be recognized as a possible 
contributor to depressslve behavior and suicidal Ideation. 

The list of warning signs rontlnues to be eTqmnded. Hie seven 
warning sign eateries previously presented provide a base for 
tralnli^ educators, parents, and adolescents to recognize adoles- 
cents who may be at risk. 

WhtttToDo 

When educators, parents, and adolescents have received the 
Information on the Four Components of Prevention. General 
Comments. Myths of Suicide, and Warning Signs the next step is 
how may this information best be used. 
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lndi™i^^»te wffltog to be the wi^^ 

^Zxs^^a^ listening, A^veU^enl^ IB i^i^ 

to what the pe^ 19 8^ (2) llste^ 
^SSLy) the poson 19 1 3) tetcntag to what tte 

SSent is not^ (leading bet«««i the Unea ^^^^^ 

assuinptionsK and (4) llatenli^ to what the Pf«f»^^^^^ 
aSSZitothesefourpartsofacttwIi^Bnin^tlKiltetcneri^ 

jua^doesnotcrlti^Thend^ 

ful^ by educatore. parents, peers. ttciKis-aiq^mwho is 
tobecoim invdJiS and refer the suicidal adolescent to 
appropriate counseling. 

m second stq) in the helping piw^ss of addwoente in cil^ 
isforthehdpertoposscssthcperacmalcharMrtartstitooftOT^^ 
OTmth,and^iiiS^^thylstheablUtytoentertheworldof^ 

they are ft«>^&Empa^^^ 
^^rUuct t^Sfiferenee between 
icroepUons of the crisla sltuaitcr- mnnth and caring are 
dSt to ddlne. Thq^ are peisond ctei«rt«^^ 
the adolescent that thehdperisslncerefycona^abou^ 

them-mrmth and carii^ along with em^thy. are mast oftm 
communicated throu^ non-mi^l ^^^^"^^F^ 
suicidal addesoents to know they are witti » f^'f " 'J^^^ 
concerned and willing to get them the hdp they need is ^^^f^ 
important Empathy, warmth, and caring communicates this 
concern and willingness to hdp. 

The following arc usefull suggesUons for educators, parents, 
and addescents. 

1. Ethiaton. Educators key role in suicide prevention is to 
become suicide inteivenUonlsts. Programs of suicide PJ^v^iUon 
are not develc^ to make educators counselors or therapists. 
Instead, prcvenUon programs need educators who ^ow Uie 
warning signs, can idenUly adolescents at risk, and 
priatei5errals.MaiV8UlcideprevenUonpn^ramsta.^^ 
Lecinc steps for teachers to use In the referral P™«88. The 
S^rtantlSue Is that the dassroom teacher knows the suicide 
referral resources in the building and In the community. 
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2. Ptaeata, Parents, assuming tbey have Information on 
suldde. arc in an excellent petition to be able to cbsem wamii^ 
signs. Barents' most Inqwrtant in suicide prevention is 
seeking profession^ help when they dsserve behaviorEd changes 
and identify suidde warning signs. Too often parents see the 
behavioral changes and warning signs and do nothing. Often they 
don't know where to go for hdp or they fed their diild is going 
through a phase in life 

Parents aiso are reluctant to seek help for their child because 
society often looks at suicide through the suicide myth syndrome. 
Too often suicide rranalns taboo. 

The final suggestion for parents is to reaUy look at the concq}t 
of active list^tlng. When listening begins between parents and 
chiWren, each has a better understanding of the other. In a family 
setting listening q^ens many avenues of communication, 

a. A dotetcca t s, Over 90% (Peck ct aL. 1985) of the time 
adolescents who are thinking about suicide will confide in a friend. 
The suicidal addescent may approach the friend with "whatever 
you do don't tdl anyone, but Fm thinkii^ about suicide." Confiden- 
tiality is important to the adolescent The friend must undostand 
the suicide threat is serious. The friend must understand that 
sonnone dse is going to have to be told about the concern. Suicide 
prevention starte Mrtien the suicidal adol^(%nt begins to talk to 
someone. 

The adolescent who is thinkhig about suidde must learn that 
the first step is for him/her to talk to someoi^ about what is being 
fdt Choose a friend, a teacher, a counselor, a parent— but choose 
someone who can be trustol. 

Finally, the adol^cent must know that suicidal feeling can 
happen to anyone. He/she must understand that veibal and 
behavioral dues, warning signs, abmys are present before a 
suicide. And the add^xnt must hear the n^ssage from someone 
who cares that HELP IS AVAILABLE. 

IBfPLICATIONS 

The scope of this Chapter has not allowed for a comprehensive 
coverage of all possible approaches tc suidde prevention programa 
It has concentrated on programs and suicide information for use 
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with three audleiMxs: educatois (admlnlatrators. teadieia and 
mecld s«vlce8 promi^). paraits, axMi adote»*nta Tlwse thi^ 
audiences wwe selected because they are in^riiifliMaices In the 
eveiyd^UfcofwkaescentaSulcldcprevraUonpre^^ 
audiences have been suggested since the mlddte of the 1^0& 
Shneidman and F^rterow (1^7) suggested "the greatest need of 
prevfoitlon of suldde Is pubUc education" (p. 93). 

The foUowlng recommendations should be considered when 
estaUishing a sulckJe prevenU<»i prt^ram. 

1. A laoftctive iqiproach to suldde pxmntion 

eiMisidwedL Many suldde prevention pn^rams have been dev^ 
Mjedthrou^outthecountjyaftermultlple suicides haveoccurred 

in a community. A proacUve approach, before a proWem exists, 
provides a dimate that enliances thorou^ program devdopment 
and imptementation of arnipreheis^ve iMcvention programs. 

2. i Egfectlvc suldde prevmliim piogranw inrohre a hroad 
base of commmiity inYohrement an^ mapt?ott Too often schools 
^reaskedtoresp<mdtoaIlofthecoiM»n:«andproWemsofsodety. 

Ifn problem rjdsts. turn to schoob to solve tl» proWem. Suldde 
prevention programs are most ^ective !f t*icy are developed by 
schocis. in cooperation ^vlth community organizations and 
agencies that pr avldt on-g.^lng services for adolescents. The brrad 
based c-mmunity developed pr<^?itiii» lake some of the stress offof 

schools. Community '^^ised programs eirw adtfescents more 
comprehensive servles^ Some adohscents may prefer to use tlw 
set' ices of a ainMnuiUty oiganization and/or ^crqr. Parent and 
adolescent repret ^mtaUon must be 'sort of the s^tdde program 
planning t«m. 

3. A sdio^ dioti24 hm a Cilsto ReMrarce Team to bdp 
■tudests. staff, and community deal with crisis sitnadons 

(National Association of Secondary Schod Prindpals, 1985). The 
recommenrlaUon is that this team, often compraed of a psycho- 
logist nuree, social worker, teacter, administrator, counsetor. and 
student be le^nsiblefordeaUngvirith the impadofacrisls in the 

schooi setting and for bdng of hdp to the family or student in 
crisis. The positive Impact of the Crisis Team approach is that It Is 
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proactive and that It assists In dealing with the probtem of 
adc^soent suidde, {dus the tiam Is of assistance In other sdwol/ 
student crisis situations. 

4. Mmj adiiM^ iMHTB lyprPMihcd anteMe jttC f cuU iai ty 
tnrlndhiglnfafmstfamoflwiiddeinsciioolcnrrili^^ Suicide 
Imormatlon In >chool currlculunie provides an on-goii^ program 
of preventkHL Hie topic suldde should be imhuted in schod 
currlculums. sug^tlng that discussions of suicide In the 
classroom can serve to help adolescents understand how their 
emotions Influence their bdiavlor and serve to lessen feeUngs of 
Isc^tlon when students team their peers have similar problems. 
Yalom ( 1975) stated that unlversaUty (reallzlr^ other peo|^ have 
proljtoiK ^mllar to your problems) Is a stroi^ curative factor in 
prolan sohlngand therapy. A>iward (1987) found tha 35% irfhlgh 
school had suklde Infonnatlon units In their cuiTlculum& The 
majority dfthe suicide units were found In psychology, health, and 
fomlty llvlx^ cia^s. 

Education Is the tey to suicide prevention. If Just one 
adolescent is helped because an educator identified him/her as 
being at risk— If Just one suldde attempt can be avoKted because 
parents have pldied up dues— If Just oik life can be saved because 
a Mend has kamed how to hdp— a beginning win have been node 
(ShiKldman & Sw»uon. 1964). 
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Bevciiy Celotta is a licensed psych<rioglst with over twenty 
yeare of experience in the mental health and educational fieWs. She 
received her B A in psych<d<®r from Queens Cc^ge, her M.S. and 
Advanced Certificate in schoci p^nDholt^ from Brooklyn Col^ 
and her PhD. in Educational Psychdogy from the University of 
Colorada Before becoming president of Cdotta, Jmxtos & Keys 
Associates. Inc. a pn^ram devdopirent fkm. she served as a 
feculty member and assistant diairperson of the Counsdlng and 
Personnd Services Dqjartment at the Univer^ty of Maiyland. She 
also had served as a schod psydM^ogist and an educational 
resrarch and evaluation ^jedaUst Dr. Cdotta has authored or 
co-authored over thirty artides. chapters, and manuals in the area 
of the application of systems theoiy to mental health program 
devdopment She U currently on the editorial board of Measure- 
ment and Evaluation in Counseling and Dev^t^ment Recently 
she has assisted numerous counties and the State of Maryland in 
developing youth suidde prevention programs. She is a national 
trainer for the American Association for Counsdlng and Develop- 
nwnt and recently serv»l as an expert witness on their behalf for a 
United States House Subcommittee conducting hearings on HR 
457, a suicide prevention bill. 
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Galthersbuig. MD 20878 

Golda Jacobs is a counsdor with over fifteen years of exper- 
ience m the mental health and educational fidds. She received her 
BA In education from Roosevdt University and her MA in 
o>imsdlng from the University of Maryland. Before becoming a 
fotmding pk*ftner of Cdotta, Jacobs & Keys Assodates, Inc.. Ma 
Jacobs taught In the Counseling and Pcrsonne* Services Depart- 
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n^t at tl^ Unlvra^ty Mai^and. She had also served as a 
researcher, tessAar, school a>ufisf^, field supravlsor, anddliector 
ofa^rstem'sbEUwdmoctelgulctemspnigrain. Inaddltioaa,^has 
experience as a hotline crisis counselor. Ms. Jacobs has several 
pid^cattons In the area pn^ram dev^c^pment and Is an active 
presenter and trainer. She has worked on numennis consultation 
prefects in a variety of areas such as needs as^sanoit oon^u- 
terized approaches to program development and self management 
In the area of suicide prrveiition she has served as a woiisshop 
leader aiul Is a natloiud trainer for the Anglican Assod^on for 
Counseling and Development 3he has assisted numerous 
counties and the State of MaijflaiKl in their 3vuth suicide preven- 
tion efforts. 



Snsaii G. Keys. FI1.D., N.CC 

Celotta. Jasx^ & Keys .tesodates. Inc. 
Galthersbuig. MD 20878 



Susan K£3n5 Is a counselor with neaily ten years of experience 
In the mental health a«>d educational fldda She received her BA 
horn St Maiy's CoS^e and her M.Ed.. A.G.S.* and FhX). In 
counseling from the University of Maryland. Before becoming a 
founding partner of Cdotta, Jafxibs & Keys AssocMfs. Ir;c, Dr. 
Keys taught in the Counseling and Personnel Services I>q>artment 
at the University of Maryland and had served as a schocd couiuelor. 
Dr. has sp«dallzed in social problem solving training. She has 
several publications to her credit and has made numerous profes- 
sional presentations at tlie state, regional, and national levels. She 
has worked on a variety of consultatlcm projects Including socdal 
proble Ti-solvlng training, systematic case management communi- 
cation skins for the culturally different and evaluatli^ guklanoe 
and counseling programs. Recently she has ai^st^i numerous 
counties and the State of Maryland in their youth suicide preven- 
tion efforta 
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Supervisor of GuHfence and Counseling 
Worchester County, Marjiand PuWlc Schools 
Newark. MD 21841 

Geiwva CaniMm has been an edurato" for taxac than twen^ 
yjare. She has beai a ctosroom teadwr. schocd courador. and 
pnrfesslonal developinent coordinator. Currenttjr. she is the Super- 
visor of Guidance and CouiiseUng for Worchester County. 
Maiyland PubUc Schools. She Is ateo tlw Pn^ CoonMnator off 
Ltfelines: Helping Students Find PosrfttueAUEmattucs, a compre- 
hensive school/communi^ program designed to address the 
pToblems and concerns of youth suicide. 

Ms. Cannon is a gr^uate of SaUsbuiy State CoSe^ and has 
begun doctoral studlra through the University of Maiyland. She Is 
a NaUonal Certified Counselor (NCC). Ms. Cannon is a member of 
the Maryland State Dq«rtment of Education Youth Suicide 
PrevenUon School Program Committee. She has served as a 
member of the Maryland Gubernatorial Task Ftorce on Child. 
Teenage, and Young Adult Suicide and Other Associated Mental 
Health Problems. Ms. Cannon served on the ExecuUve Committee 
of that Task Foitie and chaired the Committee on Program/ 
Curriculum Design and Training. 

During the past several years. Ma Cannon has made presenta- 
tions on youth suicide and rdated Issues to civic and educaUonal 
groups. In addition, she has provided direct assistance to school 
and community pracUtioners in their efforts to develop compre- 
hensive and collaborative approaches to suicide prevention, inter- 
vention, and piwtventlon. 
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EOiTQlBAL ABSTRACTS This chapter b^tns with a 
discussfon the need for suicide preventlcm 
and the d^ftculUes inwAved in their develt^pmenL A 
desaipUon oj some ctment pmgmmmlng fmictlces 
follows. A set €^ requSnunenSs for suicide prevention 
pw^ms is present&i almg with a im)ffnammtng model 
based on these retfuiremmUs and a (Ascription of an 
actual program based upon the model The chapter 
contdudes with ideas/or netwoddng, pwgram ejqxmslon 
and program evaluatiorh 

As we write this chapter two youths from Vliglnia cominttted 
suicide together, in what seems to be an unprecedented rash of 
group, duster suicides by carbon numoxide poisoning. This is a 
tragic example of the rise in suicides in v ^ung people from five to 
twenty-four years of age. In response to this national tragedy many 
communities have developed or are in the process of devrJopli^ 
suicide pre^^tion prc^rams. F^eeling the uigency of the problem, 
many of the« pn^rams have been devekq>ed quick^ without the 
benefit of carefully considered pn^ram development modela 

This chapter presents a model for suicide prevention pn^ram 
devdopn^nt It fa^ns with a discussion of tlw need for suicide 
pn;vention programs and the difficulties involved in their devel(^ 
ment This is followed by a description of some current program- 
ming practices. Next a s«t of requirements for suicide prevention 
pn^rams is presented along wltli a programming model based on 
these requirements and a description of an actual program based 
ujxjn the model The chapter concludes with a discussion of ways 
to network with others, expand the program, and ways to evaluate 
various program models. 

THE PROGRABiBlING CHALLESV GE 

Why should we devdop youth suicide prevention programs? 
First, sululde impmcts a laige number of our youth. The number of 
reported youth suicides, over 5,0CX) a year (Department of Health 
and Human Services. 1984). have been esUmated to be far fewer 
than the actual number (Frelbeig, 1983). This underrepresent- 
atlon is due to the fact that many attempts are often disguised as 
accidents or homlddes (Freese, 1979): suicides committed by 
children under ten are often not counted as such (Elsenbeig. 
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1984): coroners frequently will not label a death a suicide without 
the presence of a note (F^ieese. 1979); and many parents wish to 
disguise the fact of a suicide (Elsenbeig. 1984). 

Disturbingly, for each child who commits suicide, an esU- 
mated 50 ti/ 00 more have attempted IFlreese, 1979) and perhaps 
hundreds more who have given it serious thought When one 
considers how many youngsters plan, attempt or ctMnmlt suicide 
and how many others Interact dally with these trouWed young- 
stere. or experience via the media the tragedies in other commun- 
lUes. we come to realize that suicide effects virtually aU of ouryouth. 

Secondly, a strong possibility exists that suicides can be 
prevented (Elsenberg, 1984). Professionals who have worlced with 
suicidal youngsters agree that most cither want to be saved, and 
give off signals to that effect or at a minimum are ambivalent about 
taking their own lives. 

And finally, as mental health professionals we are charged 'vlth 
the moral imperative of tiylng to keep youngsters mentally healthy, 
so that taking one's life is not viewed as a realistic option. We have 
no other choice but to make this our first priority. 

Pn^inun BairieiB 

Having made the commitment to program for suicide prewn- 
tlon one may be faced by certain terriers that must be overcome in 
order to develt^ sound programs. The first barrier enojuntered is 
the mental health professional's unfamiUarity with developing 
prc^rams that deal with life and death issues. We must learn to 
take more precautionary steps and use stricter program develop- 
ment standards. 

A second barrier derives from the nature of suicide itself. All of 
the research evidence indicates that suicide is a multiply-caused 
phenomenon with causal factors ranging from the genetic to the 
societal levels (Celotta, 1985-. Hawton. 1986). This poses a problem 
because pn^rammers have to decide which one or morp causal 
factors to target In their prevention efforts. Should one. for 
example, target the biochemical level, and work to increase 
serontonin (a brain chemical that Is deficient in depresslves who 
arc suicidal)? Should one target the individual level and work to 
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Increase such factors as self esteem and stress management skills? 
ShfHiM one target the group levd and vnak to decrease parental 
and peer presfure fcH- example, good grad^? Or finally, should one 
taiget the societal level and work to eliminate dru^ or shape media 
average of suicide? 

A third barrier is the difficulty mental health professioimls 
may have when working with various segments of the general 
population and with other profi^ionals. In much of our recent 
programming efforts we have worked with a variety of mental 
health and other professionals, including representatives from the 
Judicial system, the media, the rdigious and business commun- 
itira, as well as r^resentatives from the community at large. Each 
group has its own idc^. values, and feelings relate to the problem 
of suicide and its remediation. Yet. consensus is critical for a 
pn^gram's success. 

Some segments of the community may believe that suicide is 
not a significant problem, virile otters may acknowledge the 
existence of the problem but feel that it is best to ignore it in an 
attempt to avoid its exaserbation. Some feel that the church and 
home are the only places where life and death issues should be 
addressed, while still others And the topic simply too painful to 
address at all. 

Mental health professionals find that turf issues may arise 
when they are woiidng with allied profe^lonals. Some services 
m^ be r^arded as sacred for a particular specialization (i.e., "only 
psychologists should do risk assessn^nts"}. For a program to be 
succ^sful. however, the various groups will have to agree on the 
importance of using or developing identical and/or similar skills In 
order to provide prompt, effective service in ilmes of crisis. 

Some mental health professionals do not want to work with 
suicidal 3noungsters. For some, time is an issue, for others, their Job 
descriptions or training, and for still others, personal discomfort 

A fourth barrier arises from unresolved l^al and ethical 
issues. At present many states do not have any laws that deal with 
youth suicide. The following questions are often left unanswered. Is 
a suicide attempt ill^al? Does (or should) an adult have to report 
an attempt? Is an agency or institution that has a suicide 
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prevention program liable If youngsters a>mmlt suicide? If a family 
wl^ies to disguise an attempt or completion* can or should one 
©cposelt? 

A fifth barrier concent the f^t that distressed youth often do 
not comt to the attention of a mental h«dth profe^onal Many 
youngsters will not turn to wlults for hdp but instead^ to peers. 
Compounding this proWem is the fiact that most untrained pens 
will not tdl an ^:^rDpriate miult about the proUem as they fed they 
are vicdating a sacred trust of fitendship. If the peer attempts to 
involve an adult frequently that adult does not know how to 
intervene, does not feel comfortal^ intervening aiKl/or may fed 
that doing so is not appropriate. 

A sixth barrier omcems the k^^k of rdevant iitformation 
available to pn^:Bm devetopers. Sound infommtion is i^eded to 
devdop efTective prc^rams: yet we lack timely and accurate 
information about the number of youngsters who actually attempt 
and commit suicide* the characteristics of these youi^ters and 
the most efTective interventions for them* A recent series of 
conferences on suicide prevention sponsored by the Task Force on 
Youth Suicide of the U.& Departimnt of Health and Human 
Service addressed tl^ise issues and. after careful consideration by 
experts in various fields, left a large number of questions 
unanswered. 

Most mental health professionals are not usually woildng virith 
such a serious, complex, and dlsluii>lng phenomenon* where th^ 
need to work with others who may have different ideas, values and 
feelings* where many unanswered and ethical questions exist 
where those needing the most hdp are often not brought to their 
attention^ and where the Information Is so limited. Herein lies the 
programming challenge. 

CURREOT PROGRABSMING EFFORTS 

Obtaining Information about the more than one hundred 
suicide pre\^ntion prc^rams l>elleved to be in existence is at 
present a dlfllcult task- Inundated with the task of Implement- 
ation* many programmers do not have the time and/or inclination 
to publish information about tlielr programa Often programmers 
must leam about prevention efforts by ^rd of mouth, or hy 
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happening upon information ottered throughout various 
^urnals, newstetters, and nav^>apeis* These are hl^ity unsatis* 
fectoiy methods for those of U9 who iKed tin^ly, aa:urate 
information. 

A recent national report however, has shed some U^t on 
ger^ral state-wide eflorts in suicide preventiim ((MRoe of the 
Iniqiector General 1986). but more information about ^)eciflc 
pn^rams and their efiecti veress is great^ needed. In response to 
this problem the An^rii^ Air^oclation for Sulcidologjr has b^un 
to study and evaluate model pn^ran^ nation-wide. 

Some current pn^ramming efforts that have come to our 
attention are sumir^rlzed In the following paiagraf)ha Because an 
exhaustl w account of all pn^rams is neither possiUe at this time* 
nor appropriate to the scope of this chapter* we have selected 
certain programs as illustrative of feature we belf ve to be 
representative of programming efforts nation-wide. The fcdlowlng 
features are explored: the use of a community base in prc^ram 
mlng efforts, the incorporation of specific program components, 
and the use of a systematic pn^raniming pnx^ure. 

Camnmiilly Bne 

Some programmers feel the importance of having community 
Involvement in pn^ram development and a number of si ?ide 
prevention pn^rams have induded representation from vicious 
sectors of the community. For example, in the Arkansas Ufi^vers 
program, the advisory com nittee included teachers, school admini- 
strators, survlrars. and the media (Office of the Inspector General, 
Jt*86). The advlsoiy com. nittee for the program in the Fairfax 
County, Virginia Public Schools induded school representatives, 
parents, representatives from public and private mental health 
agencies, hospitals, universities, the n^lc^ association, and the 
police (Fairfax County Public Schools. 1985). In other programs, 
sucn as those in Washington and California, the schools and 
community mental health agencies have formed a partnership fc r 
Helping suicided youngsters (Office of the Insj^tor General 1 9^ j 

Most programs that we have reviewed, however, do not have a 
comprehensive community base. Often one finds that coL^nunlty 
mental health agencies and sch(K)l systems are operating sqsarate, 
noncoordlnated programs. 
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Some programs have incorporated components that are 
intended to help yDui^ters avoid solous mental health prol^na 
For example, inoi^Mich^ancountyapilotpn^am was initiated 
to teach coping, problem solving and survival skills as part of the 
el^th grade curricuhmi (Office of the In^>ect(U' Geneatd, 19%). 
FEdr&x C<nmty. ^^i^^nla has a stwlait str»s program for all hl^ 
8cho(d youngsters (De^)artn»nt of Health and Hummn Servicea 
1986). In Montgon^iy County. Maryland a poup of high schotd 
students perform in a travdii^ road show that deals with the 
problems of youngsters and how to solve them (G. Jacobs. 
I^rsonnel communication, March 1987). In Delaware a 
brochure on youth suicide was distributed to all high school 
students (C^ce of the In^iector General 1986). 

Other progTEuns, also intended to help youngsters avoid 
serious mental health problems, invcdve ttie community at laige. In 
Hano. Texas, for exami^ the local churches have nuule an dibrt to 
strengthen family activities (US NewsandWorldRqx>rt 1984). The 
I^flas Suldde and Crisis Center provide community education in 
the form of a speakers' bureau (Department of Health and Human 
Services. 19%). In F^rfax Cow.ty, Vliginla films are avaiWe for 
parental viewing (Fairfax County Public Schools, 1985). The 
Cherry Creek program in Colorado has a parent training compo- 
nent (Barrett 1981). 

Some prc^iram components focus on a narrow s^ment of the 
youth population, such as th(^ youngsters who are undergoing 
considerable stress. For example, in the Cheny Creek program 
(Barrett. 1981} both individual and group counseling is available 
for students under stress, and groi^TS exist for students whose 
parents are imdergolng divorre. 

Some program components were designoi to provide an early 
detection and intervention function. In the state of Washington, 
the ment*^ health agenqr is implementing an early intervention 
project Here teachers screen eten^tarv aged children (klnder- 
^rten through third grade) for risk of ..;ent£d health proUems, 
including suicide (Office of the Inspector General 1986). Mesa 
County. Colorado school officials interviewed all stud ..its at a 
junior high school to identify, refer, and treat youngsters who 
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might be at ri^ (US News and World Export, 1984). Hie Maternal 
and Child Health Program in Connecticut has apn^ram located in 
schofA based health clinics and young parents' dasses for 
screening youth at risk (Office of tl» Iragjector General 1986). 

Some piT^ram c(»iiponents are (tesigited to Iwip youn^ters 
who are currently in a orisis. Many communities like Plane, Texas, 
have established hotlines (US News and Worid Rqiort 1984). The 
Arkansas Ufesavrrs program has established Caring Committees, 
«^ch indude a student counsdOT, jMuent and nurse (Office of the 
Inspector General 1^). At each Junior and senior hi^ this 
group serves as a referral resource for troubled youngsters. 

Still other pn^ram components are d^igiwd to assist after a 
suicide has occurred. In Delaware several support groups exist for 
survivors of suicide (Office of the Inspector Genered. 1986). Nation- 
wide support groups are available for survivors such as Ray of Hope 
and Seasons (Department of Health and Human Services, 1986). 

Most programs have focu^d on youngsters in crisis; several 
have <tewdoped a comix)nent to help youth avoid pn^tans; fewer 
still provide services for the community in the allermath of a 
suicidal trag^. 

prc^rams appear to have used a systematic programmin,^ 
procedure One excepUon is the program in the Cheny Creek 
Public Schools in Denver. Colorado (Barrett 1981). A needs 
assessment was conducted, objectives were specified, a compre- 
hensive set of pn^ram manuals w^ (teveloped, and an objective 
based evaluation was conducted. The Maiyland State Department 
of Education is presently facilitating the development of 
s^tematlc pn^rammlng efforts state-wide (G. (Gannon, Personal 
Communications. Ftebruaiy 10. 1987). 

Programs vary conslderaWy in the major features and specific 
strategies utilized. Some communities have onfy a crisis hotline, 
for example, while others like the Cheny Creek program use a 
systematic proc^lure and has pn^gram components that assist 
youngsters in avoiding probtercs as well as helping th(Me in crisis. 
Mi»t programs, however, have serious gaps in their coverage. The 
following modd was designed to hdp systems provide the compre- 
hensive program necessary to address the problem of youth 
suldde. 
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RB^JIREUENTS FORTOOTH SUICIDE 
PREVENHON PKOCNRAMS 

In (Hx!la' to buUd anjr prevenUon OKidei a neoessaiy |Mtx!^ 
is to synthesize In some m^ningful and concrete fashion, all of the 
current lnfonnati(»i about suK^de. Our extensive research and 
that of otheis on stress In children and ad<descents (Cetotta & 
Jmcctos, 1981: Cohen-Sandier. Berman. & King. 1^2: Cdotta & 
SoboL 1983: Cdotta,J^x}bs.&K£^ 1987) hasted iffltobelleve that 
youngsters todays, as young as five or six. are living hl^ily stre^fui 
Uvea Hie foundation of our modd is built upon the iH«nise that 
the majority of youngsters have too much stress in their lives, too 
few cqjlng ^iUs. and insufficient a^Ault sui^rt Th<^ who ar& 
most "at risk" have enormous stress, totally inade- 
quate asping ^dlls, and little or no adult sui^rt In iiact mauy 
highHTlsk youngsters consider suicide as the only way they can a>pe 
with tlKir proUum 

Using stress as a focus we fed the k'oUowing program require- 
n^ts are nec^saiy in order to devek^ an effective prevention 
prc^ram. The first requiren^t is that the pn^ram have a 
community iKise. This Is important for two ma^r reason& Ftrst 
suicide prewntion is too complex, a^tly, and demamiing a 
prol^m for any one group in the Dimmiunity to address alone. 
Second, because our youth are members of home, schooi work, 
religious, and other (immunity groups, re^xmsive, caring adults 
and peers need to be in all of these settings so that youngsters can 
get the education and support th^ need when and where they need 
it 

The nejrt requirement is the incoiporaUon of three basic 
intmekited sujl^n^rams or pn^neun ccnnponents: inoculation, 
crisis Intennraitlon, and pc^tvraitioa Ewh of these compor^ts 
addresses different facets of str^ prevention. Inoctdatbm assists 
all youngstcTR by reducing stress fiictors. teaching stress coping 
skills, and providing help with overwhelming stress. Crisis Inter- 
vention assists those youngsters who are in an immediate crisis by 
providing sqjpn^rlate intervention. Postventlon assists aU young- 
sters in the community by quickly reducing the stress tl^t occurs 
after a suicide. 

The final requirement Is the use of a systematic program 
devdopment procedure. This hdps to assure that programs are 
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ii^xmsive to the community's ncecte. that resources are used 
efficient and eflfectively, that pnd^ems can be detected and 
corrected quickly, that success Is measurabte. and that there odsts 
a sense ctf purpose and direction. AU of these attributes hdp 
Inoease the chances for a successftd prx^ram. 

The following nwdd was designed to meet the three afore- 
mentioned requlrenents: the use of a community base, the 
inclusion of the three basic components. InoculaUon, crisis 
Intervention, and postvcnUon. and the use of a systematic program 

development proc«iure. 

TEE LIFMJNE8 MODEL FOR DEVMX)PIN G 
SUICIDE PREVramON KMXJRAMS 

The Lifelines Modd was designed to hdp various communities 
in Maryland develop sulclcte prevention prt^rama Althou^ any 
one of the three program features can be used lndq>endently. our 
model requires the simultaneous use of a community base, the 
Inclusion of the three components, and the use of a qfstcmatic 
piocedme for pix>grBm devetopment These features are the "Vho." 
•^ivhaC and "how" of ihe modd. The community base describes 
"who" should be Invohred in tlw pn^rammlng efforts, the three 
components describes "what" the program should Indude in Its 
basic structure, and the systemaUc program devdopment proce- 
dures describes "how" the community should put the program 
together. The modd combines all of the best features of current 
programs and Is based upon both our research and experience- 

The Conummity Bxse 

Various segments of the community must be invdved in the 
program to issure success. Representatives should be sdected 
from schools (i.e.. Board members, pupil service professionals, 
teachers, students, aides, administrators, and parents), mental 
health, social services and youth agencies, hotUnes, hospitals, 
business and Industry (especially employers of youth), police, the 
court system, local and state govenmients, religious groups and 
the media. Various socio-economic levds in the commimlty also 
should be represented. To indudecommimlty members who might 
disagree with the need for the program also is Important If these 
members are not induded In the early planning stages, they may 
sabotage the program at a later stage. 
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Having the bnmilest pc^ll^e r^resentatkm is oltlGaL In a 
recent pn^rani devdq^ment dSort tl^ authors realized th^r had 
exduded one critical community segment ^ht xhcxA bus drivers 
We raized <mromi^onii^h^ we learned ofayoun^terwho tdd a 
bus driver that was feding down and that he intenited to hurt 
himsdf in auto*^<q> dass by kicking a jade out from uikter him. 

ttK suporvteor of tranqxHtatkm dison^red the youth h£ul 
CK!tuaUy done this (the youth was lightly injured), he requested 
invdvenKnt in the program aiKi training for aD Ihis drivers* 

Tlie TOroc Cowponff irtK Ifmrailattoiif 
Crisis I i it ici vei i t l on IHist f euitte o 

A prevention prc^ram that is not supported by the three 
crltlcai compoi^ts of inoculatioa crisis intervention^ and post- 
ventlon wlU not be iMlanc^ and as such will allow too many 
youngsters to turn up at the higher aid of a suicide continuum. 
The suggestion is that three advlsoiy committee sul^roups be 
selected to mana^ the activities of estch component The three 
program ccTiponents and their goals are discu^^ next Both the 
cranpoi^nts and goals have been derived by a Ic^c^l analysis of 
research on various corr^tes of suicide (Hawtoa 18^: Cetotta 
JacobSp^ Keys, 1987)andbyarevl€wofprc;^(amspr^ce^ 
wide. Fdr each a^mponent suggratlons are made concerning 
various types of appn^riate gwd idated activities and community 
members who might Implement these SK^tlvitles. 

Inocnhitian, The purpose of an Inoculation comix>nent is to 
assist in the devdopment of mentaUy healthy youngsters- This is a 
harder task tods^r than previously because more environmratal 
strrasors« l^s jmmital attention, less Influence from extended 
families, and less rootedn^j^s in the community exist In order for 
our children to devek^ adequatd|y we need hdp from the entire 
adult community. Teachers, rdlglous and community groups 
leaders, the n^la« and others must hdp jrarents promote mental 
health. The three main inoculation g(^s are to hdp yotmg$ters 
avoid unnecessary stre^» to teach youngsters ways to deal with 
reasons me stri^, and to sup{x>rt 3;oungsters who are overwhdmed 
by stress. 

TTie community can work together to help youngsters avoid 
unnecessary strras by creating a safer environment Farents can be 
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taught the importance of removiiig toxic substances and lethal 
weapons from the home and of providing supervised places to play. 
Stnn^ family units can be promoted fay devdoplng a fomlly Ufe 
curriculum or helping families under strrss get assistance. Also 
essential is fostering health enharoing values, attitudes and 
behaviors. I^Eurents and teachers can worlc to enhance self-e^em 
and profcton sc^ng skil^ for cxami^ Parents and religious 
leaders can help youngsters develop appn^riate conc^ts about 
death, dying, and suicide 

School counselors and other schod mental health profes- 
sionals can teach youngsters to recc^mze stress in thransdves and 
others, to communicate about it and to manage it Stress 
management skills can be taught in the guidance curriculum 
starting at the dementaiy levei 

To suj^rt youngsters vfho are overwhelmed by stress, all 
adults and peers in the commimity can serve as "gatekeepers." 
These gateke^sers must be aWe to identify those youngstera who 
are overwhdmed by stress and/or are presenting suicidal signals. 
These youngsters must then be sten by mental health profes- 
sionals who can determine an appnq^riate cx>urse of action. 
Ga^seqiers must remain in cont^ with the youngsteis and 
monitor the effectiveness of any intervention for several months 
after termination and during tlmra of iiKreased stress (1^, SATS, a 
suicide in the commimity}. 

OxiaiM Intervention. The purpose of a crisis intervention 
component is to assist youngsters in the midst of a crisis. To do 
this the community must form a "round-the-dock and calendar" 
safety net so that protection Is available for youngsters in crisis at 
all times. 



This safety net is formed by nunwrous members of the health 
and mental health professions. A youngster in crisis may interact 
with a member of a crisis team, a member of the rescue squad, an 
emeigency room nurre, an admitting doctor, and/or a psychiatrisL 
Too often these professionals do not operate in cooperaUon with 
each other leavlnggaping holes in thenet We know of cases where 
the school sent for the poUce and the polioe decided no pn^em 
existed, where the rescue squad driver UM an admitting nurae that 
a youngster wasn't serious about kllUng himself, and where a 
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^nuigster who slashed her wrists was sewn up and sent Iwane from 
tl» ho^ltal without ai^ foUow-up procedures. A critical prooolure 
is to have a set of written procedures that is agreed upon and 
imolemented by the entire network of liealth and mental health 
service providers. 

A crisis intervenUon team is veiy Important; no single 
individual should have to make critical and perhaps life and deatJi. 
decisions alone. In addition, the use of a team assures that 
quallfled professional help is immediately availaWeforayoungster 
in need. 

The five main crisis intervcntJ' n goals are to determine the 
risk/lethality lewd of a youngster m^o seems to be overwhelmed by 
stress and/or presents suicidal signal to select an appropriate 
intervention plan, to counsel youn^ters at "low risk," to provide 
psychotherapy to youngsters at "high risk." and to handle suicidal 
emergendea 

Once the youi^ster COOKS to the attention erf a men&er of the 
crisis intervention team a rlsk/lethallty assessmrait must be done 
immediately Then based upon the assrasiwent fimlings an appro- 
priate intervention is selected by the team and *«plained to the 
youngster and his/her parents by a member of that team. 

Youngsters judged to be at 'low risk" are then provided with 
counseling. Here the important action is to reduce the immediate 
str^ by sdecting short term, achievable counsdlng objectives. 
Strategies are then Implemented, monitored, and evaluated- 
Counsellng is usually (suried out hy a mental health profeajslonal 
on a school or agency crisis Intervention team. 

Youngsters Judged to be at "high risk" are provided with 
psychotherapy. The risk will be reassessed, a diagnosis made, and a 
treatment plan initiated, monitored, and CTaluated. Follow-up 
information Is given to the school and/or other referral agenty. 
Treatment U? typically conducted by psychiatrists and/or clinical 
psychologists In hospitals, mental health agencies, or In private 
practice. 

All adults In the community must be prepared to handle a 
suicidal emergency. They must know how to provide imnredlate. 
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emeigency care, transfei' a suicidal jnoungstet to an emexgency 
facility, monitor treatment at the emeigency ^dllty. and move the 
youngster If the treatn^nt does nsA app^ to be iqipnqnlate. In 
addition, they must provide fdlow-up care. 

Youngsters in crisis need immediate and eflTective inter- 
vention. If insufUdoit effort is given to these youngsters in crisis, a 
greater number will attempt or commit suicide 

Pt^ventlim. Hie puqK»e of a pc»tvention component Is to 
help the community to get back to nonmd after a suicide has 
occurred. A postvention t^mi. pr^^red with agreed upon proce- 
dures, wrings Into action when a tragnly strikes. The two msin 
goals in postvenUon are to facilitate the healing process and to 
prevent duster suicides. 

Community members can support the fomily and cto^ friends 
of the victim in order to help them deal wfth the lt»s. The 
community members must be nonjudgmental. and must listen to 
the bereaved but also rrap«:t their right to privacy. They might also 
sug^t grief counseling or support groups to families needing 
additional help. 

In order to prevent cluster suicides, the community members 
must help put the <teath in the proper perspective context This can 
be done by not making a "hero" out of the victim or by not 
sensationalizing the stoiy in the media The behavior of all youth 
must be monitored and youngsters who seem ^p«:ia]ly distressed 
during a three month period of time following the suicide should be 
reassessed for risk/lethality. The community must try to under- 
stand the factors involved In the suicide and to use this under- 
standing in future prevention efforts. 

All three program components— ln(K;ulatioa crisis inter- 
vention, and iM»tventlon— are critical to a program's success, if the 
task of designing the three comiM>nents seems too great a drain on 
current resources, then develop one at a time, starting with the 
crisis intervention component so that youngsters who are In dire 
need can be assisted first One must make sure, however, tiiat all 
three are in placx as soon as ixjssible. 
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Having described the 'Vho** (community base) and the 
"what" (three conqxments) the mo^ we turn our auction to 
the -how" of the imxtd. or the programming proces& This proce- 
dure has a Getting Re^ phase fcdlowBd fay seven basic steps 
(Ceiotta. 1979; Cdotta Lang. & Jacobs. 1^1; Cdotta. Jacobs. & 
Keys. 1985) aQofwh&^h are iiifijr described in pai^gRq;^^ that ftdlow. 
These steps are a k^cal progression from assessing needs to 
evaluating and revi^ng the prc^[reun. although oo^asionally some 
retracli^ of stq» may be needed v^iexi the prc^ram b<^ down. 
The procedure is also c)^cal in nature: when on cycte is completed, 
another is initiated until all program goals have been met 

GctdiigRea^. The first step in progranmiing begins with the 
selection of a prc^ram coordinator. This coordinator can be based 
In any community oiganization. but is typically located in a school 
system because the schocd has contact with virtually all the 
youngsters in the community. Hits raordlnator then obtains some 
hard data about the neei for such a progzam, and armed with tlrcse 
data goes to the ajqirc^rlate levels of administration for support 
Upper levels of administration needs to be continual^ updated on 
program pn^re^ so that when final approval is needed the 
unexpected profaten^ can be avoidrai. 

Once this support is achieved the coordinator finds a few 
community ^nsors who will help with some Initial decisions 
such as how to get start up re^urc^ and wliich oimmunlty 
leaders to approach for support and advice. Once identified, these 
leaders are asked to serve on an advisoiy committee. 

The program coordinator meets with the advisoiy committee 
and discusses the need for a suicide prevention program and ways 
they can be involve in program development 

The advisory committee decides upon a program mission, 
phllosuphy. structure, prc^ram goals, and a program nanrc. Next 
they examine projected r^urres of time, personnd, physical 
sjMce, and materials and make plans to acquire these resources. 
Over Ume they also win determine how they will communicate with 
their respective groups and how they will retrain immunity 
members. Three 8ul^roui» are established to deal with the three 
pn^ram components. Finally, specific member roles and timelines 
are identified. 

Agannfng Neobi. The inoculation, crisis intervention, and 
Dostventlon subgroups meet and list and discuss those factors or 
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need that oppear to be contitbutli^ to the suicide pnddem in 
their a)iniiiunlt^. The factore are anaty^ to ^ If significant 
rdatlonshlj^ exist among theoL Each £EK:tor Is thm converted into 
a needsstaten^t an aample, as»unie that when consideiing 
an Inoculation goal a cmnmunlty finds that many parente In di^ 
career famUles are not abte to provide adequate dlscifdine The 
written needs statement mlglit be ^T^arents n^ to find effective 
ways to discipline thelryoungsters In a minimum amount of time.*" 
Th^e need statements are put in prforlty^ order and ^ected for 
targeting. 

If more Information about a ne^ arra Is d^red, the 
component sul^roup can conduct a focused assessment Here, 
members of one or more groups are survey^ ami asked more 
specific questions atx)ut the particular need. In our example, the 
parents might be sun^^red to discx>ver the typ^ of discipline 
techniques they are present^ using and which ones appear to be 
effective. 

Speeifyb^ Otjecti^vs* Once the needs ass^sment process is 
complete, the advlsoiy committee specifies objectlvea Decisions 
are made about what wlU be accom;dlshed, how change will be 
measured* what criteria will be used to me^ure success, and by 
what date results are expected. In the example given previously the 
following objective might be written: "^Parents will be using more 
appropriate disciidine methods at hoim. as measured by a brldf. 
written sumy of methods used. To meet the crl terla at least 80% of 
the parents wll< list two or more ^pn^rlate methods* This shall be 
accomplished by the need of the first program year/* 

GenmtliigiUteiiL^ive Sttnt^^es. Pace ob^tlves have been 
specified, the advisory committee flmis a number of ways the 
G^ectlves can be met This can be done using brainstorming 
technique with the sugg^ted strategies recorded for later use. if 
necessaiy. In our example, the advlsoiy committee came up with 
the following strat^es for the objective dealing with appropriate 
discipline methods: derate a PTA meeting to discipline methods, 
run small groups for parens* hire a counselor to work with all 
{^rents who request help with discipline, use the community 
newsp£4)er to inform parents about efiectlve discipline methods, 
start a hotline for parents who feel they are losing control or need 
some guidance, and have the religious community focus on the 
need for proper discipline. 
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S^e^^^Mtegles. Ttie list <tf strategies Is nmvpami down 
to the few that seeir ethical and feasible. Stiat^les are designed In 
detail and a written pnx:edure manual is prqpaied. In our exan^jle. 
running parentlnggroups was selected as one of several strategies 
that would be u^ to meet the particular db^ectlve. An dlght^veek 
discussion series was {banned which would be 1^ by mental 
health volunteers from the community. Ttie group format and 
procedures were detalted in the pnscedure maniud along with 
additional strategies related to this and the other pxt^ram 
objecUvea 

ImpteiBcaHiig Stnteglea. At this step the program staff are 
selected and trained and other administrative details are consid- 
ered. The larger community Is Informed about the implementation 
plans and how thr^ might invcdved. The strat^es are 
Implemented, monitored, and revised if necessary. In our example, 
the menUd health volunteers were screened and trained, and 
decisions were matte as to meeting times and pku»s and ways to 
advertise the groups. The group sessions b^an and were moni- 
tored periodically by a member of the Inoculation team. As a result 
of the monitoring, notation was made of somei^ents not r^ularly 
attending meetings. The inoculation committee decided that this 
was due to the fact that the meeting time was too early in the 
evening for dual career families. The time was changed and 
attendance improved. 

Bvalnatli^S. Upon completion of each strategy or set of 
strategies, each objective Is evaluated according to the plan in the 
specifying objectives step. The results are analyze alor^ with any 
£ttiditlonal data that may exist The advisoiy committee decides 
how well the objective was met and whether any gain noted was 
worth the rest If any objective was not fully met the committee 
trl» to understand why. The findings for each objective are then 
written and shared with the community. In our example, for thr 
one objective focused on. the parents were surveyed at the end of 
the pn^ram year. Eli^ty-seven percent said that they used three or 
more discipline methods that were judged to be appropriate. In 
addition, the ^ups were becomlr^ so jx^ular tliat more grou{» 
had to be set up. The committee examined th^ results and 
decided that the objective had been met and that it was worth the 
expended resources. A letter was sent to community members 
telling of the program's success, mentioning th^ findings as well 
as findings related to the other objectives. 



288 Preventing Adolescent Suicide 



RevWag. In this step pn^ranunatlc changes are made in 
re^nse to the evaluation fliKiings or new needs aristi^ in the 
oonununity. Chan^ can occur In one ch* more program stq>a In 
our exanq^ the particular r^^tl had been at a reasonable 
Numerous suggestion! ^re made by c^inf;;kiunl^ mraibera 
however, that ti^ focus of the groups go b^nrnd dl8clpllne,a]Kl deal 
with all fooets of [^renting. A focused assessn^t was pknned to 
identify topics that would be of most Interest to the parenta 

Having discussed all three pro-am feature the use of a 
c^immunlty base* tt^ InoirporaUcm of the program components of 
Inoculation, crisis intervention am! postventloa and the use of a 
systematic pn^ramming procedure, we will now describe an actual 
prq^ram upcm the modd* Dlscu^on erf" the program will be 
oiganlzed accordii^ to these pn^ram features. 

THE UraaJNE PROGRAM 

The Idea for the suicide prevention program called Llfdlne: 
Helping Students Find Positive Altemativt^ was conceived in 
Worcester County. Maiyland in 1083-4 school year wlien informa- 
tion became available that at least 37 students out of a school 
population of approximately 5«000, had seriousJy contemi^ted 
suicide. By the end of 1 ^36. a Board approved program was in place 
(Worcester County Public Schools, 1986), Space does not permit a 
detailed description of the program, but interested readers can 
write to the authors for inforaiation on how to obtain a cx>py of the 
program manual. 

The Comntnniiy Base 

Worcester county is a small school district on the Eastern 
shore of Maryland. Youn^ters come from diverse socioeconomic 
and cultural backgrounds. One highly positive feature of this 
community is that members interact frequently with e^ch other in 
numerous capacities In rei^nse to community needs. 

An lnlti£d meetir^ to discuss the program vras held and more 
than fifty community leaders attended. Included were r^r^nt- 
Btiy^ from the school board, upper levds of administration, pupil 
j^rsonal services, school health services, teaching staff, PTA, 
student body, dergy, police department local radio, television and 
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new^M^rs. community mental health, social service agencies, the 
life crisis center, and local ccdteges. In akUaon, several parents who 
had tost youn^tera to suldde were present at the meeting. From 
thlsgroup.41 partidjMuitssenredasadWsoiycommlttee members. 

Hie Hircc Components 

From the beglnniiig. the pro^:am was ofgaxUzed around three 
basic components: awareness (this is the san« as the model's 
inoculation), crisis intervention and pt^voitlon. Each onnponent 
has ma}or goals; for example, one awareness (Inoculation) goal Is 
"to assist students in de^/doplng effecUve problem-soMng and 
communicaUon skills for deaUng with emoUonal situaUons" 
(Worcester County Public Schools. 1986, p. 1): one crisis inter- 
vention goal is "to provide schod counselors a reoimmcnded 
course of action which addresses the needs of at-risk students, 
attempters. a id vulnerables" (Worcester County PuUic Schools. 
1^. p. 3); and one postventlon goal is "to provide support to the 
school in the event of an attempted or completed suicide" 
(Worcester County Public Schoola 1986, p. 3). 
Thff gyrt w iMitik P*p^f «p Dew^qwagM P rocedure 

Gettiag Bm&y, When the superintemtent and Board learned 
that 37 students had serioudy considered suicide as an opUoa the 
Board members gaw support to the development of a prevention 
pn^ram. Pn^ram co-coordinators were cho^n and they selected 
community leaders to attend an inlUal three day working mecUng. 

At this meeting, experts talked about suicide In general and 
about ways the community might work to prevent IL This was 
follow^ by a general discussion during which time ideas about 
program mission, philosophy, and structure were discussed. 
Although not precisely articulated at the time, the p»x>gram 
mi3»lon was "to gain a greater understanding of youth suicide and 
to devdop a plan of acUon designed to deter Worcester County 
youth from this self-destrucUve behavior" (Worcester County 
Public Schools, 1986, p. 1). Aguiding philosophy with the following 
assumptions was established at that first meeUng: (U youth 
suicide is a tragic but preventable problem; (2) It will take the 
coordinated eflort of all community members to remedy: (3) 
intervention should begin in the elcmentaiy schools or sooner, and 
(4) the making of positive life choices would be emphasized rather 
than suicide or death education. 
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Hie group decided that the pn^ram wovM be named Ufellm^- 
Heipii^ Students Ftnd Positive Altemativea They alsci decided to 
include the three components: awareness, crisis Inter/entlon. and 
postventlon. Resouroes woubl o>me from both the Bcmrd of 
EdiK^tion as wdl as fnun the community group r^re%ntatlves 
who woi^ virfunteer their time and expertise. 

For the remaining two days, participants met In one of four 
sut^roupa* awareness, crisis Interviraition, postventloa and the 
media. 

AHTwiiig Nee^ As each of the sut^roups met they deter- 
mined some of the ma^r ne^ areas for their component For 
exampte, the postmition group d^ided that it was veiy Important 
for a school to get bade to '*busln^ as usual'' in a veiy short time 
after a suicidal attempt or completloa 

Each area tried to make sense of their component needa For 
eTcemii^. many of the needs discussed in the crisis intervention 
area, such as the dlfnculties ln¥cd\^ in informing parents or 
having ''rcmnd the dock" crisis assistara^e, ^^med to be rdated to 
the larger need to have avallabtet written procedures for every 
contingency in a crista Fonmd needs statements were not written, 
as suggested by the model This particular group tended to be le^ 
formal about procedures. 

Hie subgroups had reached consensus on the need areas by 
the third day and presented these to the entire group. 

Specifying Ob^ctivw. At a sul^eqt^t working meeting, 
several months later, the three subgrouj:^ b^an to work on 
ratablishing component objectlvea One of several awareness 
<^i}ectlves selected was: "Students will continue to develop an 
awareness of fedings and of pc^itive ways to deal with them" 
(Worcester County Public Schools, 1986* p. 1? This was to be 
measured by the results of teadier obserration, Informal feedback 
from counselors and f^rs. The criteria for this and the other 
objectivf^ were not spdled out at this point as the modd sugg^ts. 
but in mc^t likelihood will be before the evaluation period begina 
One of several crisis intervention objectives sdected was ''Students 
vrtll be able to demonstrate that they are ic^ depressed, less 
helpless, less hopeless** {Worcester County Public Schools, 
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1S86, p. 31 K Tills wm be measured by the resiUts of counsetor 
tead^r cA^ervations, and by reports by the postventlon and crisis 
Intervention team managers. 




ti^eth^' ♦hey thought of various wiqrs tlwy might meet each 
objective. For c-rami^ the crisis interventton group considered a 
variety of differaii ways the could assess risk and lethality. 

Sheeting Stzmtegles. The sut^roups considered each sug- 
gested strata and sdected those tlat would meet the objective 
efficient^. The awarenras (inoculaticm) strategies (Kindeigarten 
throu^ eighth graite) were Iwised on the use of the stories that 
would nonnally be read to or by the stuftents. Ttm awareness 
(InoculaUon) sul^up studied the Ginn Reading Program and 
looked for stories that wouW emphasize certain identified Ufe- 
skills. such as dev^jplng a positive self cono^t and seeking hdp. 
They then did a curriculum match for these Ufe^dlls. Tc^iiers 
would be asked to use certain acklltional discussion qiwstlons and 
foOow-up actlviUes that related to tim w/meness (directives. In the 
ninth grade the EBunlly Ufe and Human Devdq?mcnt cuiriculum 
wouM use a vartety of sti^ested activities to reach the compoi«nt 
objectives. The school counselors would supplement the program 
by wor'^ng with youngsters who seemed under stress. 

The crisis intervention subgroup designed a comprehensive 
procedure for handling crises on a 24 hour basla Hie procedure 
called for the use of a trained crisis intervention team, led by the 
school a>imselc*-, at each school Details, such as phone nimibers of 
professionals who could be reached In a crisis, how to work with 
parents, and how to get an emeigeiKy petition at odd hours, were 
Included, as were risk/lethality assessment and life contracts 
forms. 

The postventlon group decided that an Aftercare team was 
needed that would re^nd to any school in crisis. Emeigcncy 
procedures were qwclfled and included in a postvcntion psK^ket to 
be kept in each school In this packet wouW be. among other things, 
a set of Instructions for using a phone tree and for conducting an 
early morning staff meeting, a partially filled in document that 
would form the basis for a press release, and a list of sug^tlons for 
dealing with the family of the victim 
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At this point in Urn procedure the iMt^ram had to receive the 
approval of the Worcester County Board of Education. A pro-am 
framework was prqpared and was then reviewed by the Board. The 
pn^ram was apimived without a great deal of revision. 

Once the pragram was approved a final pn^ram manual was 
produced and distributed to the appn^riate school personnd and 
community members. 

Implementing Strategies. At this writing counselors have 
received training in crisis management, parents have received 
training In awareness and crisis Interroitlon skills, and p^s have 
been m»!e to train other groui» in the community. Scmie teadMrs 
nave begun to work with the Ginn series. The program is being 
monitored by the prc^am ooordiiuitcHiB. 

BvatotlBg/Revbing. The steps of evaluating and revising 
have not yet been reached. But at the appropriate time, each 
ol^ectlve vlU be evaluated according to the plans previously 
described and decisions will be made about the ct»ts and benefits 
of the program to date. The community win be infonned about the 
evaluation flndings. I^slom will be made if needed. 

The program seems to be wniidi^ anoothly; it continues to 
have community invoIvenKint and cooperation; and it has been 
shared with other systems in Maiyland. As far as we know it is the 
only pn^ram nation-wide that satisfies all three suicide preven- 
tion pn^rammlng requirements. 

Now that we have considered the devdopment of a sixsctflc 
program, an import^uit step is to take alor k at broader issues such 
as how we can network with other pn^rammers. how we can 
expand our pn^rams to respond to other youth issues, and how we 
can evaluate the effectiveness of program models. 

PROGRAM NETWORKING 

We feel tiiat those involved in suicide prevention program 
development can make a contribution to others by sharing their 
Ideas and resources. Those at the r^onal levd systems can share 
strategies and perhaps assist In time of crisis. In one recent 
example a system reached out to another that was experiencing a 
unique tragedy and offered to send mental health personnel to 
assist 
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Sharing needs to occur at the state level as welL A resource 
center at this levd could provide Information and materials to 
communities that requested them. A statewide newsletter could be 
distributed which reported on upcoming conferences and recom- 
mended materials. Because programmers often do not have the 
time to write about their programs, state based rqxirtans can 
interview various pn^rammers and can write about local preven- 
tion programs in the newsletter. 

At the national levd a central, suicide prevention pn^ram- 
ming clearinghouse might be established. Such a clearinghouse 
could be responsible for providing technical and financial assls 
tance to model programs, conducting programmatic research, and 
collecting and disseminating information. In addition to Its 
regular staff. It could have experts in suicide prevention serving 
terms as researchers/consultants who would be available to 
counties and stat^. The clearing house could maintain a data base 
that would store publications, materials, lists of speaters and 
consult nts. as well as data kept on model programs. The database 
would allow researchers and pn^ram developers to have access to 
summary data that could be used to answer an almost unlimited 
number of questions such as the following: (1) What are the 
various systems doing in regard to prevention programming? (2) 
How successful is each system, or a group of systems, using their 
internal evaluation findings {l.e.. meeting program objectives)? 13) 
How succe^ful are th^ using external evaluation findings tl.e., 
actual attempt and compleUon ratra)? (4) Is there a relaUonship 
between internal and external evaluation finding? (5) Are different 
regions of the countiy having differential success rates? (6) Do 
rertain programs work best with certain cultural groups? In 
addition to using summary data, whole cases can be read by those 
requiring greater detail about one or more programs. 

PROGRAM E3CPANSI0N 



Because much cfiErat and many resources go Into tlK devek^ 
ment crfsulckte prevoitlon programs, and becaiffie the Im^ is that the 
crisis Interventlcm arxi postventlon compwrtents will notbe iMfided too 
dtea the desire wcmld be to haw tt« pn]©an© save nmre than one 
puipose. Once the community is wcniking as a team and serving its 
suldde prolans in a systematic way, other types of pn*JCTB may be 
processed by the team. Problems such as drug and alcohol 
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abuse, a high dropout rate, and teen pregnanclra all require a 
systematic, community approach for adequate resdutioa 

A new sufc^roup could be selected to work on one of the^ or 
othCT pressing concerns. The sul^roup ran exfrfore ways the 
existing prevention program can be used for a new puqKise. Most 
new problems can prol»bly be subsumcU under the existing 
program, particularly if stress has been a program focus, because 
alnu^t all major problems experience our youngsters hai^ 
been correlated with Increased stress and Increased suicide risk 

If the new problem Is to be Incorporated into the existing 
program structure, some slight mcxlinaitions may be needed to the 
program goals. Tiie advlsoiy committee then would proce^ as they 
normally do with the seven steps of program dewlopment 
previously described. 

COMPARING PRCK^RAM MODELS 

We must learn about what program mc^els produce the best 
results for what types of communities. We fed that the federal 
government and/or national suicide organizations should eval- 
uate program modds by siK)nsorlng a natlonwtde, suicide preven- 
tion program development and evaluation effort. 

To find out what tyj^ of models are most effective, the 
clearinghouse previously descrit^, coidd sjwnsor a number of 
programs using a variety of program models, and see which are 
most effective from an Internal and external evaluation pers 
pectlve. Systems selected for sfK>nsorshlp would be required to 
sp^ify the program model and record pn^ram progress in a 
standard way (to be used in the database discussed). Internal data 
to be recorded would include, at a minimum, a statement of need 
and the underlying problems in the system, a statement of pn^ram 
objectives, a description of pn?gram strategies and materials, a 
statement of the evaluation findings, and a description of problems 
faced. External data to be record«l would include records of the 
number of suicides, attempted suicides, and accidents in the 
system. 

Until we systematically evaluate our program models we are in 
a most precarious position. 
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Much needs to be done at ail teveli^individual, eonununlty, 
regional, state and national— if we are to hdp ouryoui^ choose life. 
If developing a comprehensive pix^ram seems overturning, it 
can be. if It seems to require an enormous commitment and 
sacrifice, it does. If you are wondering if your community should 
develop such a prt^ram, it should* it must for all of our youngsters 
are awaiting your help. 
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EiHTtSaAM^ABSTSACTs ^kMve American aOoles ixnts 
are at high riskjor suicide attempts and mmpletitms. This 
dvapter fff«nifqe*^ Native American suicide trends; tieat- 
ment issues such as Intenttonality. self-report measures, 
du^pux^c protocols and the uset^ e^eD^-Ul: trmtment 
approaches such as client roles, psychoanalytiail and 
existential foundatUms. Jamlly and sif^ems t/ierapi;. 
co^Mve-behauioml Owmpy and ^aup therofy, and. 
Implications for futute tnve^igatUm. Practitioners who 
work with NcUive Mneriain adolesceiUs wUlJUui the 
contents of this diajOer pertinent and useful 

Psychotherapy with Native An^rican clients (^fers a challenge 
to the cultuxalfy aware therapist At Issue are the underlying 
pi^nlses of wMtern psychdogy and value orientations within 
j^ychotherapy. The core Issue Is the generallzablllty of therapeutic 
processes that have been developed within a European (or 
•'we^firn" cultural context). IX> westmi oriented paychotherapl« 
work well with non-western or ti^ttonnlpetqjtesfTliepuiposes of 
this chapter are to critically examli^ western therapies In the 
cultural context of Native Americans and to examine methods to 
modify existing therapy approaches to fit ItoUve American cultural 
perspectives. Although traditional Native American healing 
^proaches to depression are viewed as being Imfxirtant. the scope 
of the present chapter focuses only on western thm^iles. Psycho- 
therapy is based upon ^veral clinician a}m^tual tools that most 
be examlnal: jKsychologlod proce^es, diagnostic sdf-repOTts and 
protocols, and the DSM-UI (APA, 1980). The term NaUve American 
wUl be used throu^out this chapter to refer to all indigenous 
people of the continental United States, Canada, and Alaska 

The recent (1985) epidemic of suicide by nine adolescent and 
young adult men on the Wind River ReservaUon In \»^wnlng has 
again reminded the Unites States of the mental health proUems of 
Native Americans on reservations. Hie Initial rraponse by the 
national nwdia has framed th^ problems In terms of the 
h(^)dessn€ss that prewalls on the resCTvations (Rocky Mountain 
News. Denver. 1985). Tribal tesKlers and counsetors have described 
the rei»ated method by han^ng as a ^ckness of some kind and a 
domino effect Consultmg ps^rchlatrists and i^ycludc^ts from 
regional mental health facillUes have described these young NaUve 
American men as not being sure of what their cultural identity is. 
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Itiey expressed concerns that they can't treat thedepresslon if thqr 
don't know who the Indlvldiials In need are. The common themes 
are the issues of poverty, cultural adaptation versus cultural 
identity, and the unique rdatlonship that Nattve Am«4cans have 
with the United States goveniii«nL 

An overviewof the liKddcnccofrfative American suicide reveals 
a disproportionate rate for this population (Bynum. 1972; 
Havighuret, 1971; Mcintosh & Santos. 1981). However, the image 
of a "suicidal bidian" in d^pair is not axurate. Shore { 1975) has 
disputed this stereotype and dies tribal ^jeciflc suicide rates to 
demonstrate this inaccurate portrayal Sulcicte rates vaiy greatly 
among different tribes; the annual rate ranges from 8 to 100 per 
^00.000. 

Mental health professionals have reported on Native American 
suicide since the 1930s (Devereaux. 1942. 196 1 ). Devereaux searfy 
worii in this area explore Mohave suicide from a psychoi Talytlc 
perapective. Pine (1^1) investigated ethnc^raphic reports to 
determine what role suicide has p^a^ in NaUve American tradi- 
tion. He noted thatsuiciue was tradiUonally infrequent and notan 
esteemed social value. Many of the tribes believed a person who 
committed suicide ojuld not enter the afterwoiid. Tlie range of 
attitudes in tr»iltlonal settli^ was wide. Sanctions ranged from 
for suicide to strong sanctions against suicide Fot example, the 
Delaware did not condemn suicide but viewed it as a form of 
insanity to be piUed (Heckwdder, 1819). Whereas, the Choctaw 
viewed suicide veiy negatively, not only denying the suicide a 
proper burial but ateo considering the person an enemy (Swanton, 
1928. 1931). Pine il981) found that some tiadlUons contrast with 
modem demographics such as the historically higher rate of 
suicide among Native American women than men. 



Native American Suicide Treads 



The generally accepted concept Is that this population as a 
group shows suicide rates hi^r than th<^ for the general 
population, although the esUmate rates vary from twice to slightly 
h^er than the national avera^ (McUitosh & Santas, 1^1; 
Swenson, 1^9; & Wllllard. 1975). hi the NaUve American 
suicide literature is indicated the similar phenomena t-» the 
general population cf female having more attempts at suicide: and 
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mates having more success suicide attempts (Havlghuist 1971- 
Mclntc»h& Santos. 1981;NIMH. 1975). The most disturbing feet 
however, is the avoa^ age of suicide among this p<H>ulatlon. 
Among many of the Native American tribes, the risk <rf suicide 
pMte duili^ the aic^scent and young adult devek^Mnent stages 
(Clarke, in press; May. lM7;Mctatosh& Santos. 19€ilJ.ThecflSal 
Ume of incidence of suicide for Native Americans is betn^ the 
agEsof 15and 24withaconslstentdedlnethereafier.Thlsstatlstic 
iscontraiy to the naUonal average of apeak in oki age (Mclnto^ & 
Santos. 1981 ). Therefore, suicide prevention shouW b^ in eaiiv 
adol^cence. ^ 

Several authors have summarized the suicide rates by regions: 
the Arctic coast and Canada (BaUckl. 1960. 1961; Butler. 1965- 
Ftorbe8&VanDerHyde.inprfss:Fox&W^ 1977:FteuMn, 1974- 
Kraus. 1971, 1974: Kraus& B jffler. 1975: MacLeaa 1979; P^n! 
1974: Scyer. 1979; Travis. 1983; Ward & Fox 1977; Want. Fox, & 
Evans. 1977:Wani 1979): the Northwest (Cutter&Morrtson, 1971- 
Shore. 1972:Termansen&Pfcters. 1979); and the plains (Barter & 
Weist. 1970: Bynum. 1972). Not all the regions have been 
summarized. 

Many tribal specific patterns of suicide have been docu- 
mented: theNavafowlthaveiylowratcofsulcWelLoy, 1965- Levy 
Kunitz & Everett, 1969: MiUer & Schoenfeld. 1971. 1973; Milter 
1979;Wyman& Thome, 1945); the Shoshone-Bannock with a venJ 
hl^ rate (Diznvjng. 1968); the Cheyenne (Barter & Wfelst 197(i 
S"r^,«?^^^^*™^ 1967): the Papago(Conrad, 1972;Conrad& 
Itohn. 1973): the Sh(»hone-Paiute(DuckVaHey. 1970); the Apache 
Everett 1970: Levy & Kunitz, 1962): the Inxjuois (Fenton, 1941): 
Uie Cherokee and Lumbee (Humphrey & Kupferer, 1982); the 
^khiw (Leighton & Hughes. 1955: M^aid & Twlss, 1970: 
MlndcU & Stuart 1968): the Blackfeet (Pambrua 1979); the 
Qulmult (Patterson, 1969); the pjibwa or Chippewa (Spauldlng. 
11985): and summarily by Mcintosh. & Santos. (1981) and 
Mcintosh. (1984). 

PSYCHOLOGICAL PROCESSES AND 
TREATBIENT ISSUES 

latentionality 

Suicidal death Is not a dear concept when viewed as a 
psychological process. Death may be classified as intenUonaL 
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unlntenuonal and sublntoiUonal (ShncUlinan, 1967). A ddin- 
itton of intentional death Is self cxplaimtoiy^-sulclclc Unlnten- 
tumal deaOi refers to dcatii an a^Wcnt, no Intention— 
corradously or otlwrwlse. SubintenOonal death Is the psydio- 
k«kal constnictof sulddehy lUKSMfflclous mottvattonaThlstetter 

t^iHegpry takes Into account all kinds of deaths about which the 
degree of intcntlonallty Is unknown. SublntenUonal death 
pit^tiabfy accounts for a lai^ number of Native American deaths, 
although they are not rqjorted as such. Exam{^ of sublntcn- 
Uonal death with Native Americans wouW be the act of suicide by 
drinking onesdf to death. Ignoring the warning labete erf spr^ 
paint cans and "huffing" the poIsoiMJus funws. and binge drinking 
and then driving. 



Ine National Institute of Mental Health (NIMH. 1975) 
suggested that sublntenUonal death and intentional death can be 
viewed as a continuum of self^lestriKtive behaviors— from sdf- 
aasaultive to self-ctestructive to sulddaL Whoi an individual 
abuses himself/herself without full awareness of Its life- 
threatening aspects, the tenm used for such bdiavior is sdf- 
assaultive. Indian binge drinking wouW be an example this 
behavior. When individuals have known about physical pnAJems 
and take nocorrecUve measures to careforthemsdves. the term for 

this behavior is self-destructive. Suicidal behavior is a dear plan 
with intenUonality. The Wind River reservatioii adolescents that 
committed suicide by hanging is a sad. but dear example. 



A brief summary of treatment issues most common with this 
population and the Uterature which summarizes the topic indude 
alcohol (Binton, MlUer. Beauvals. & Oettii^. in press; Loretto. 
Beauval8,&Oetting. in press. Mall&McDonald. i980.NlMa 1975) 
Snake. HawlUns, & LaBouefT. 1976): alienation (Holmgren, 
Fitzgerald. & Carman. 1983: Getting. Beauvals. & Edwards, in 
press); drug abuse (Beauvals & Getting, In press: Beauvals. Getting. 
& Edvrards. 1985; Binion et al.. in press); family dyr^amlcs (Beriin. 
1985); acculturation and assimilation (Bamouw, 1950; Beny, 
Wintorb. Sinddl, & MawhinnQr, 1981; Hippler, 1969; Kahn, 1982); 
cross^ultural depression (MiBer & Schoenfdd. 1973: Shore, 1979; 
Shore & Manson. 1981 ); and reservation vs. urban Issues (BorunUa 
& Shore. 1978). 
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DIAGNOSTIC VROBLEBiB 



Several problems accompany assesanent of depressed and 
suidc^ Native Amerlam afkitescents. Ps^c^iatrtc assessanent has 
long been questioned with this population. Manson, Walker, aiid 
Klviahan ( 1987) summarized some of the inherent validity, relia- 
bility, and specificity proWcms of the assessment sdt-rattng 
scales— Come/£ Medical Index, Health OpUHon Survey (HOS), 
AlaOwl Use Inventory, and MfnnescTta MulOi^ui^c PerstmalUy 
Inventcmt IMMHh Ttoese autlKHS summailzed that the Ck^n^l 
Medical Index proved to be invalid with 38 Items with E^mo 
populations. Itowevn-. anotl^ review with (%lalK»na Imllans had 
£eu- less problems (MarUa Sutker. Leon, et aU 1968). Some items 
were proU^imtic but overall the instrument seined to be reliable 
with the CMdahoma peculation. The HQS aj^eais to have had 
ac«^table validity when onnfmred to the indqiendent dinical 
ai^essments with certain Esttimo ptqnilaticms and Faclflc fforth- 
west €»ast Indians. But with some Eskimo populations, the HOS 
scores bore little relation to clinical Judgment In the moderate to 
mild impairment categories. 

The MMPI Is the most conunon i^ycholc^cal n^asure used in 
assessment in the U.S., Including NativeAmolcanpcqiulationa An 
important abject to renumber in assessn^nt of addescents is that 
this instrument hasabottom age reliability of 15or 16year5ofage. 
Pollack and Shore (1980) reported significant elevations on the 
subscalra F (Validity). Pd, and Sc. for I^torthwast Ccmst Bateau, and 
Plains trtbes. Plains Indlaiw were fouiKi to have the highest F and 
Hy scoref ^ The researchers stated that "there is significant cultural 
influence on the r^ults of the MMPI in this p^ulation.~It appears 
that cultural influence overrides individual ]:»thok^ and person- 
ality dlflerenc£S in influencing the pattern of the MMH" (p. 948). 
Th^ ^vated scores m£^ be misinterpreted fay therapist as a 
more bizarre or deviant personality structure than is present 
PoUadc and Shore (19^) pointed out the differential diagnc^tlc 
problems between nonpsychotlc depression and schizophrenia 
usli^ the MMPI with this population. They suggested that Native 
Americans ^pear to describe their symptomatology of nonpsy- 
chotic depression and schizophrenia in an identical manner. Dana 
(1986) stated that because the MMPI Is a criteria-based test. 
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an imposed etlc (assumed universal trait) is often inappro- 
priately placed on Native American re^xmsea Tlw Pdlac^ and 
Shore study and others (Dana 1^3: Hoflman, Dana. & Bdton. 
1^5) demonstrated the Inherent problems of the MMPI and the 
undeiiying assumptions of these imposed ethics with dinlcal 
dlagnosla 

Other diagn<»tlc prol^ms usli^ ass^ment device with 
Native American p(H>uktlons were summarized by Ctema ( 1^^), 
including the Rorschach and Thematic ^>percq)tion Test 

Diagnoctic Protocols 

In contrast to the self-report measures as listed above, diag- 
nostic protocols ai^iear to have more rdlablUly In the diagnosing of 
Native American depression. However, the woridvlew erf" Native 
Americans regardii^ cfcpressive feature do not fit matfy Into 
dassic DSM-in criteria Mansoa Shore, and Hoom ( 1985) demon- 
strated differences in the reporting of dqne^ve features hy the 
Hopl— using a structured diagnostic Interview (The Schedule Jor 
/^ective EHsorders and Schizophrenia— Ltfettme Version or 
SADS-L). the Diagnostic Interview ^hedule (DIS), and the 
American Indian Depr^sion Sch^ule (AIDS)— Hopi veislon. 
They pointed out that the Hopl appear to differentiate depressive 
symptoms into el^t eateries of proWems having to do with ( 1 ) 
appetite change. (2) abnormal deeping patterns, (3) fatigue. (4) 
psychomotor retardation or agitation, (5) maiiced disinterest in 
sex. (6) a tow sense of self-worth, (7) disoriented thoi^t processes, 
and (8) suicidal ideation. Hie therapist must decide uprai which 
categories are cultural specific and (non-DSM-III clinical diag- 
nosis) and which are n^or depres^\^ disorder criteria The 
diagnosis is contingent in part on the presents of one or more 
symptoms in five of the eight Hopl categories of depressive 
symptoms. Prom the Manson et al. ( 1 985) study the indications are 
that moi\" reliability is with diagnostic protocds in ass^ing 
depression, but caution is still advised with culture si^lflc indices 
of grieving. 

Diagnostic and Statl^ical Bfannal 
of Mental Disorden {DSM-m) 

Diagnosis of major depre^ion and dysthymic disorder using 
the DSM-m is contingent upon criteria involving length of time of 
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syn^tcmm. AcultundblBBexistetn theDSM-m re^Eudli^cono^ts 
of time in r^ard to Native Anmrican patlenta One particular DSM- 
III bias concerns temporal concepts of grieving. Fbr the diagnosis of 
m^or depressive q^isode, the D^-m^ieclfies the presence of four 
of eight deprraslve symptoms neariy every day for at least two 
weeks; in children under six. at least three of tl-tc first four 
symptcmia the dia^osis of dysthymic dlsoitler a two year time 
duration of qniiq>toms is requiird for»iuIts— for £dotesoents and 
children, one year is sufflctent (American Psychiatric Association. 
1980). For some tribes of Native Americans such as the Hopi. the 
socially expected time of grievii^ for a death is a year. This may 
mean d^r^lve features when in fiEu:t they are »;tlng according to 
culture ^ledflc expectationa If another death oonirs in the 
extended family during this grieving Ume. the time is extended. 
Other example of culture specific grieving pivccsa were summa- 
rized by Lewis (1975), Manson and Shore (1981). and Penlston 
(1978). 

For the dlagn<sUcian using the DSM-III with NaUve American 
paUents. the clinical Judgm^t should Indude consideraUons of 
the patient's framework of time and grieving in difierentiating 
mcyor dq>r^ive episode, ffysthymic disorder. un<x>mpUcated 
bereavement aiKl other conditions with depressive featurea 

To summarize the diagnostic problems inherent In tvoridng 
with NaUve Americans, the therapist should be informed of the 
shortcomings of sdf-ass^ment mrasur^ dlagnc^tic protocols 
and diagnosUc manuals such as the DSM-III. One danger is that of 
over pathologlzing. 

TREATMENT APPROACHES 

Qient Roles 

Therapy In the western sense has the dlent's expectation of a 
hlgli value placed on vocabulaiy, self-disclosure, introspective- 
analysis, a desire for self-ccnsclous change, and the assumption of 
acUve client behavior change. To the western therapist traditional 
Native American people quite often ^q>ear pa^ive. both In their 
demeanor and in their thinking processes. What Is actually 
occurring in initial client salons Is that the therapist is being 
observed in a slow deliberate fashion— Ume is of no consequence. 
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tatroducUon, <*sefving. and liumtliig poUte. fonnal convex 
are an a traditional process of Intraactton. 



Dlnges. TrtmWe. Manson. and Pasquate (1981J discussed the 
traditional Ifevaho rale expectations of the dlent They noted that 
one of the reservation therapist's goals is to get the dieiit more 
actively Involved witii their own treatment This western ther^ist 
action-orientation is at odds with tiie traditional Navaho s disval- 
uatlon of preoccupation with self. introspecUon, and self- 
disdosuie. In ^ttoa this cultural conflict wlU result in the 
therapist labeling the cUent "resistant" 

Therapy with adolescent suicide prevention has to take tradi- 
tional values into consideration as a part of the patient/ther^lst 
dyad. The time aUotted to patients may nc«i to be redefined. Wth 
tiie Immediacy of potential suicide, tiie cross-cultural tiieraplst is 
rfaced in a bind-a bind tiiot the therapist must resdve. At 
present no c^ndaWe clinical methods are reported in the 
literature that can help resohre this ethical bind of patient wdfare 
versus professional competence. However, cultural sensitivity and 
training in cn»8-cultural psycholc^ can prepare the therapist not 
to Wunder through the dlent crisis. 1^ not assuming the dient s 
passivity as yet another depressive indicator, tiie ther^ist m^ be 
able to enter the dlent's world and begin an understanding of the 
dynamics. 

Psychoanalytical and Ebdsteatial Foundations 

The premises of PsychoanalyUc and Exltential psychotiierapy 
are that these concqjts are universal toaU people. Py accepting tills 
western viewpoint tiie therapist is able to organize his/her 
thoughts in to a working construct from which to operate. An 
important aspect as this point is to draw attention to the Cartesian 
concept of mirwl/body duaUty upon which Psychoanatysls and 
Existential psychotherapy Isbased-Totiie tiieraplst theturmoUof 
the dlent is an IntenxUon of the mind as a separate entity -with 
the physical body and its biotogical urges. In fact all western 
psychotherapists are based upon this Cartesian premise. The one 
exception is not a psychotherapy per se, that of Behaviorism Some 
Native Ameri!:an woridvlews do not differentiate between the mind 
as a separate entity from the physical body. 
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Thegei^nd charactalstics of tte (fyx^ii^ 
anaty^ (Yakm 1^)) is the fonnula: 

DRlVE-> ANXIETY-^ DEFENSE MECHANISM 

The dynamic structure of existoitial psy^othexapy is the 
formula: 

AWARENESS OF CONCERN ANXIETY-^ DEFENSE MECHANISM 

Both fomautes nmke tJK assunq>t«ons that a>iiscicus and 
unconscious psychic ooeratlcms €mim to deal with anxiety— th^ 
def^ise mechanisn^ constitute psfchq^thcdogy: and humans are 
driven hy anxiety to i^ychof^tlKiJogy such as <tepresslon* 

To some Native American tribes mich 9S the traditional 
Seminole, disease (depression) was caused hy ^Irlts entering the 
body. Tills is a common belief acn^ trlb^ and Alasican natives* 
The difference is tite western and traditional native woiidvtews 
may be seen in the U^t Rotter's internal/extend locus of 
contnd (albeit this neat dichotomy dora not always work wdll The 
I^ychoanalysis and existmtiallsts hai^ a bias oi int^retatlon 
toward IntenialkxnisofcontraiThatlspsychcfnthc^jgt^ 
6om internal sources; whether they are bic^^lcal In nature 
(]^ydK»naiytlc drive) or mental (existential awareness). Tradi- 
tional Native American belief ^tons quite often attribute human 
behavior in r^>onse to exterml (environmental) ^Irlts and 
forces* With these worldview assumptions in mind* the following 
therapies are glvenaNative American perspective In their content 

E^iiMartU Fi^clwtittnvy 

Existential cris^ are an int^ral i^irt of the suicidal Native 
Andean adcdesoen^ The foQowix^ existential concepts, death, 
isolation, n^aningk^^f^s, ain! freedom are used as a format to 
discuss the therapeutic issues of Natiw American adolesoenta The 
assumption of this therapy is that the% arc ultimate concerns of 
allhumana 

Deatlu The author*s opinion is that existential crises^ ocxrur at 
eailler ages for Native Americans— in contrast to An^oa Based on 
statistics the Native American suicide peaking in add^cence and 
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eaiiy adulthood, there appears to be an eaify i«»dei«*ar^"g^ 
Se Americans of the laiger context of »^^,>"dlan. Tt« 
ajeculauonlsthatareallzatlonofthelriace'spdltlc^cultural 

hSoiy with the majority An^ culture P^I^J^^" J£ 
existential crises. Not only has this history been with the An£ 
peoirfe, but especially with the United States g^™^j"^ 
Native American gxxjup memoiy is the pereepUon of a * 
tribal wayofllfcandculture.Thl8 may evenbeperceiv«Jasad^ 

of a race. This pereepUon Is not UteraUy true, but the Pererfvwl 
theme may be. -fiie strong basis of reality to this percq>UoTi is that 
the United States government has indeed broken eveiy treaty that 
has been signed for the preservaUon of the Na"ve Amal^ way of 
Ufe IDeloria 1969). For the NaUve American adolesant this 
realization of death is a precipitator for ^^^^ 
lowered sdf esteem, self image, and tP'^""^* f^^"f °X 
This Crisis occurring at a younger a^ when le^ ^.f^S 
more impulsiveness, and less acquired social InteracUon skills 
would precipitate a higher suicide rate with this age group. 

iMiatkm. Natlvt American youth may becomeaware that their 
people are Isolated from the majority culture. This realizaUon and 
Sperience of Isdation probabfy are at both a conscious and an 
un«)nsclous le^. Similar to Frankl's (19591 experience oflsola- 
tion at a personal level and as a Jew In the Nazi concentotion 
camps. Native Americans may experience a total Isolation that is 
the America^i policy history of reservations arid Indian Territory 
(l.e., Oklahoma). For Native Americans, their history has been a 
predominate theme of separation and physical isolation of Uieir 
people. Native Americans have been Isolated physical^, emotion- 
and mentally from tlielr White neighbors. They have been 
mentally isolated from the dominate culture's WASP ^ridv^^. 
This has been an especIaUy Important issue as acculturation/ 
assin.ilatlon Issues are widety quoted as central to understandlrig 
the Native American despair. In addiUon. isolation is anathema to 
the Native American woridvlew~a harmony of tribal group and 
nature. 

Meanln^essness. For the Native American adolescent grow- 
ing up In a dual wor»d of traditional and majority culture, the 
difficulty is to ci^te meaning in their existence. Acculturatior? and 
assimilation play a key role in this struggle of "being. 
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For the purpose of clarity, the terms acculturation and 
a^Imilation need to be defined. Hiese terms are oftai used 
indiscriminately in the anthn^xlogical and cross-cult'oral psych- 
ology literature. Fbr our purposes. accultumtUm is when the 
individual indicates the ina|onty cultural values: the reference 
point of being is to the An^ culture— aws^r irom the individual's 
NaUvc culture. As^llation is the universal process of adaptation 
to another culture— while keeping oi^'s own culture in context 
The point of reference is the Native culture in i^Uonship to the 
foreign culture. 

For the Native American adolescent the process of accultur- 
ation can be an extremely n^Uve eiqierience. The sense of being 
can be made meanin^ess if traditional values are not handed 
down. This is further complicated what language is taught flrat 
The woridview of Natlw Americans are formal imm the concepts 
inherent in the tribal language. If English is taught Hret the 
worWvlew is acculturated to wratem meaning. 

In additioa Indian adolescents have to deal with their 
"Indianness." Indlanness is the self-conscious identity that mayor 
may not be stereotypical and has the aspect of expectations of 
being Inilan that is assigned by the media, the American 
mytholc^r, and also by genuine traditional Indian values. For some 
adolescents living in traditional settings such as the Navaho or 
Hopl reservation. Indianness may not be as big a consideration as 
it is to urban Indians. However, the reservation adolescent inter- 
acting with Anglo addescents is reminded of their difference. Many 
stereotypical images are of being a "real Indian" with which 
adolescent has to come to grips. The process of "becoming" during 
adolescence is a sensitive sell-awarenesa The traditional coming of 
age ceremonies marked a clear identity and placed the adolescent 
in the expected itrfe of his/her sex, tril^ position, and family 
presence In relationship to the larger group. With the erosion of 
these ceremonlra. the Native American adol^^nt does not have 
that clear identity. Adolescent development has been made 
meaningless with the erosion of these ceremonies and subsequent 
acculturation. 

The treatment issue for the existential therapist is to help the 
ad -»!cfscent find meaning In context to theirbelng Native American 
without forcing the stereotypes of "Indianness." In addition a 
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sensltlvll^ to»*.^nl cultural IdenUfyby the theraplf A Is necessaiy to 
hdp the dlent kt^ their NaUve Aimartom culture as the point of 
reference in their bHng-and to help th j (Inevitable) RsslmllaUon 
process of Interaction with the Anglo culture. 

Freedmn. For the NaUve American adfdescent who Is strug- 
rilng with the existential crises of meanln^essness, the issue may 
be one of continL The percepUon may be mole that the Anglo 
culturehasr«Jl the control over theindlvSduarsUve.Hieadc^scent 

may sp^k ways to regain that sense of contnd. Out of despair the 
Nati ve American adol^cent con^tfer the Idea (rf suldde as an 
aciof regaining that perceived tost contrd. Maybe suldde is an act 

oi regaining meanln^ulness— by seeking freedom in death. 
However, this may be complicated by a distorted learning/ 
modeling procesa An example of a distorted teaming process can 
be seen in the Wind River example. One hanging immediately 
followed another; during the funeral, yet another hanging 
occurred. Th^ individuals were also probaWy acting under the 
muddled thlnklngproceas of depressive thought disorder. Without 
healthy thinking processes occurring, suicide was an easy alter- 
native. This final act to regain freedom may be a part of an overall 
sequential existential crises for NaUve Americans In this state of 
crlsfs. 

The therapist and community mental health planners should 
concentrate preventive measures aroimd this exlstenUal phenom- 
enon. The mental health community should consider providing 
culture-specific methods to offer altemaUves to this distorted view 
of ioss of freedom. The act of suicide may become a vlaWe 
alternative to the existential pain of loss of meaning in life and loss 
of freedom. The therapist s goal is to InstiU altemaUves to inter- 
pret' Jn of freedom. 

Fasaity and ^rstems Therqjy 

For the Native American adolescent, the sense of '"being" is in 
relation to the family, the group, the tribe. This group dynamic is 
not tme of all NaUve American adolescents. When it Is not. It maybe 
an Indicator of a possibte negaUve acculturaUon issue. This sense 
of "being" in a group context implies working within the Indl- 
vldual s worid view and value system. For the urban Indian youth or 
the Indian youth residing in a non-Indian environment, there 
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usually is a veiy real soise of identlly with being a i»rt of this 
ethnic group, but at a sublimated lev^ Sometln^ this takes on 
the cultural phenomenon of "Pan-Indlanness"— that is. the youth 
identiftes with abtexMi of many tribal beliefs. Whatever thecal may 
be. the therapist ^ould look for the Native context of group- 
belongingness as e i»rt of the ^mlly/system. 

Hmilly therapy focus^ on the femilial worldvlew the 
clieiit(s). Ttie fomlly's value system is the immediate context for the 
identified adolescent client By working in this context the 
therapist is able to more dosdy align with the dienf s value system 
and dynamics of being— and to facilitate change. 

Attneave ( 1 ^2) suggested that the soutk of Native American 
family disturbances and symptoms is not too different from tlH^e 
of other families: **ennKshment and lack of generational boun- 
daries, well-meant but misdirected efforts to forge working 
relationships, misunderstandings of sdf aiKi others, reaiactment 
of the results of cutoff relationships, effecte associated with 
unfinished grief work, and the need to cope wltliout being 
overwhelmed by anxiety" (p. 61 ). 

However, importance shoukl be placed upon tl^ adolescent's 
suicidal behavior in the context of the family's value system. 
Questions to consider with Native American adol^cents should 
ijidude the following: Is the suicidal ideation a rrault of an 
enmeshed family and a fK^ible acting-out? Are generational 
^3oundaries culturally prescribed, or are they true eraiKshment? 
Does amilturatlon and the blurring of cultural ^nerational roles 
play a part in this perceived lack of boundaries? Does the 
adolescent follow culturalfyspeclflcexpressionsof grieving— when 
a friend or relative has died? If so, what are the family's cultural 
expectations of mourning? 

Systems theory would incorporate the biDaderdynamicsof the 
individual in relation to tribe or tribal group (fc.g.. confederated 
tribes). The individual's self concept could be made more tangiUe 
by relating to the relationships of family honor, tribal petition, and 
value relationship to peera Systems based theory also may imply 
an activist role for the therapist This miglit indude community 
mental health lectures, home visits to slgniflcant others consul- 
tation with tribal leaders and elders, and general^ being a working 
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part of the system. HUs may prove dlfllcult for the outside-the- 
system oiganlzed crisis team. 

Cog)altive-Befaflvioral Thenp7 

As Beck ( 1967; 1977) has articulated about suicide, it is most 
dosely related to the dq>ressive triad of negative sdf-coiKeption, 
native Interpretations of one's experiences, and a negative view 
of the future. To the Native American addescent thtse cc^Uve 
distortions may be made up of such self— statenwnts as. "I can't 
live (perfect) traditional values, therrfore I must die": or "I can't 
contixd my life, I must r^aln contrd by freeing mysdf through 
death": or "TTiere's no future in being 'Indian'." In addition, the 
individual can assume a dichotomous cc^nltive distortion of 
eltheraperfect traditional w^oflife--orofl)ecoming*^¥hlte.'' The 

costive-behavior therapist woriss to change these cognitive 
distortions by seeking alternative belief systems with the client 
and dient Integraticm of pc^ltive a^tiona In utlUzlng a specific 
treatment appn^ch like Beck's cc^tive-behavloral therapy, 
therapists are able to articulate suicide counseling in explicit 
meaningful terms; the therapists is able to be concrete and more 
action oriented than In the philosophical existential and jwycho- 
k^cal theiapiea 

Gioiq> Thenqiy 

Several authors have written anecdotal descriptions of 
successful group work with Native Americans (Edwards & 
Edwards. 1974. 1980. 1984; Edwards, Edwards, Daines. & Eddy, 
1978; McDonald, 1975). Kahn. Lewis, and Galvez (1974) ran an 
ev3'-iation study of a group therajy procedure with Pafoigos but 
aid not design the group therapy for i^rchoIc^caJ outrome or 
process. Instead, their evaluation of outcome was based upon a 
correlation of arrest and school absence to success of group 
therapy. In the literature controlled studies concerning efficacy, 
outcome, or process with tnis population using group therapy do 
not appear. However, a logit^ comJusIon would 1« that this form of 
therapy would be a worthwhile method considering the high value 
Native Americans place on group interaction and matriaichial 
group consensus. Several Issues are involved in group work with 
Native Americans that should be noted. Respect for the privacy of 
others may be a particular concern in group dynamics. 
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lYEKiltlonalfy. Native Americans do not ^>eak for others out of a 
respect for their autonomy and independence. Edwards and 
Edwards ( 1984) sugg^ted that for Native Americans to assess the 
feelings of their significant others ma^ be In^p^n^rlate. An 
impOTtant abject formany Native Americans is not toembanass or 
dishonor themselves, their feanSfy, or frienda By seeking profes- 
sional he^.ad<descents maybe bringli^dlscredlt to theirfiamlUea 
Once again, the asmmiptions of a western thei^iy may be at odds 
with traditional Native Anrcrican values. The presunqition in this 
form of therapy is that one can ask opoi questions of an intimate 
nature to all of the group monbers. An ethical dllemnm for the 
ther^ist in this situation is whether to lmp<^ western valura of 
inquiry or not The welfare of clients and their age level of non- 
autonomyare issues to becr.isldertu In group suicide prevention. 
/^>I»rendy a necessaiy procedure is to Impc^ western values of 
inquliy to help facilitate group dynamics (and therefore maintain 
£4>propriate client welfare ethics), but equally important is to 
modify group techniques to accommodate the needed reflect for 
the client's cultural norms so that the group dynamics woiic 
Research and more study in this area of ther^^y would appear to be 
of high value. 

Several of the more popular therapies have been examined and 
with modiflcaUon. their efficacy could remain intact By Imple- 
menting cultural ^Jeciflc values to existing therapy apprc»ches. 
synthesizing a viable ther^>eutic environment is possible. Each of 
the therapies discussed have inherent cultural conflicts. The 
suggestion is that traditional Native American therapies such as 
the talking circle, sweat todges with healing f^remonies. medicine 
ceremonies by traditional healers be examined for potential use in 
suicide prevention. But Just as western therapies must be 
scrutinized for their efficacy, so should traditional Native 
American therapies. This topic is beyond the scope of the present 
chapter but should be given much importance in future research. 
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mJITOmALAmntACT: This chapter mews the suicide 
prMemJrcxn the perspecttve of university counseling 
center stx^. Efridemiology is retHewed—How prevalent is 
suicidal behavior among college ^uderUs? Coniribuang 
Jamlltal academic social and psychological variables 
arepr^ented in all their complexity. Legal ethical and 
pmcttcal concerns which coMege admlnlstmtms must 
Jace u^en dealing with a suicidal aisis are discussed. 
The authors explore prevention and postvention and 
presenta case study that illustrates the management (^a 
campus suic^l crisis. 

"I have at various times regarded suicide as the one most 
active gesture in an otherwise apparently passive exist- 
ence: in other worda life seemed proscribed by death, and. if 
any individual feels he can effect no substantial change in 
his life, then suicide seems an active and logical alter- 
native." (Anon]nnous. in Shneldman & F^Eimsworth 1972. 
p. 131). 

So wrote a Harvard student as he chronicled the sojuence of 
events around his contemplated self-destruction: the attempt, 
rescue. hospltaUzaUon. confrontation with university officials, call 
to parents, therapy sessions, and worry about others' reactions. 

Evident In this student's essay is the complexity of his 
psychological state prior to the suicide attempt What is also 
noteworthy is the complexity of the sequence of responses after the 
attempt. Unraveling the complexity of the suicide act and struc- 
turing the complex manner of responding to it are the two main 
foci of the college student suicide literature. 

Serious psychological discussion of student suicide can be 
traced back to the 1910 meeting of the Vienna Psychoanalytical 
Society (Friedman. 1967). The Society's panel, consisting of such 
seminal thinkers as Freud, Adler, and Stekd. convened over 
concerns about suicides among the students of the Gymnasium 
and speculated about jxissible causes. 

Since that meeting, dozens of articles and reports have been 
devoted to the topic of student suicide, including a public television 
documentaiy. "CoUege Can Be Killing" (1978). Even as this book 
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goes to press, a naUonal student aflaJre conference. The Problem 
of Suicide On Campus" is scheduled at Louisville. Kentudgr. and a 
special issue is being planned of the Journal ^ College Student 
Psychothempy on preventing coUege student suicide. 

This seven-section chapter reflects the complexity of this 
mulU-faceted topic. In the first secUon, cdlege student suicidal 
behavior is viewed from an epidemiological per^tive. Next we 
examine some varial^s-family, academic social and jMQjcho- 
Mcal-that have been a^odatcd with our topic Third, we 
present legal ethical, and practical concerns which higher educa- 
tion administrators face when dealing with campus suicidal crises. 

Fourth, we describe a model for interviewing students in suicidal 
crises. Fifth, we detail some preventive environmental inter- 
ventions. Sixth, we consider the Issue of postve-iUon. Flna%. a case 

study is presented in which we raise questions which need to be 
addressed when managing a campus suicidal crisis. 



m 'J I > 



lEMIOLCXSr 



In 1937 Raphael Power, and Berrldge esUmated that 10% of 
the students seen at the University of Michigan's mental hygiene 
unitpresentedwlthsuicldeattemptsorsuiclde threats. Since that 
time numerouseffortshavebeen made todetermine the prevalent 
of suicide and suicidal oehavior .miong coUege students. Pamdl 
(1951) reported that suicide rates for men enrolled at Oxford 
Unlverelty were 1 1 tim^ that of same-age. non-student males. 
Ross { 1969). drawlngfrom 38 studies and reports, cited dispropor- 
tionately high ratesof sulcldeamongmale studentsat universiUes 
In Britain and the United States. Ross reported an overall annua! 
suicide rate of 19.3 per 100.000 British male students during the 
period 1948-1958. and 10.5 per 10O.(X)O U.S. male students from 
1920-1967. Referring to the latter findlngjs, the author concluded 
that the rate of suicide among American male students Is 50% 
higher than for comparable-aged American male non-students. 
Such findings have resulted in the assumption "...that the 
incidence of suicide among coUege students Is relatively high 
compared to same a^ peers..." (Mishara. 1982, p. 142). 

However a sophlsUcated relnterpretatlon of American cokl^e 
student suicide research by Schwartz and Relfler 11980) casts 
doubt on such conclusions. Survey data obtaim .1 from 53 
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American universities and colleges between 1971 and 1976 
reveled an annual rate of seven suicide 1CX),000 students. 
Tills suicide-per-student ratio is significantly less than previously 
reix>rted and contraiy to preilous studies, is sij^ilflcantly lower 
ilaai the incidence in a sex-matched compariscm group bas^ on a 
20- to 24-year-<^. non-stucient. VS. white pcpulatloa Sinm and 
Ban (1973) at the Unlverslly of Alberta and Kraft (1^) at the 
Univeislty (tf Massachusetts (Amherst) also have reported compara- 
tively low per annum suicide rates among students at their 
universlUes (5.4 and 5.6 per 100.000. respectively). 

Several authors (Schwartis. 1980: Schwartz & Reifler. 1980: 
Seiden, 1 97 1 ) have cited possible e^qilanations for the early reports 
of high suicide rates among odlege students. First, studies may 
have been prompted by the occurrence of several caucus sulcicks. 
resulUng in spuriously high incidence rates. Second, these data 
were often derived from campuses unrepresentative of the general 
coilege population. Third, as Schwartz ( 1980) noted, only a small 
number of suicides were rqaorted so that an overreportli^ of only 
one or two dramatically altered the data. Fourth, the criteria for 
classification as "students-at-risk" differed substantially among 
the various studio Fifth, comfmred to non-students. a>ll^ 
students tend to be a medlcaUy healthier group with access to 
excellent health facilities. TTiis might decrease their comparatlw 
mortality rate by means other than suicide. Finally, the earlier 
studies used different and often questionable data for the deter- 
mination of non-student comparison groups. For example, 
Schwartz and Relfter (1980) reported that "In one study (Parrish, 
1957) a comiwison rate was derived using annual, national data 
for the United States white population in the 15-24 year age range 
matched on sex with the student sample, while another (Bruyn & 
Seiden. 1965) used cumulated data for a state population with a 
different age and racial composition but not matched for sex ratio" 
(p. 2C»). These Issues are not meant to downplay the importance of 
suicide as a mental health problem on coU^e csunpuses, but rather 
to warn against unsubstantiated ^nerallzations r^arding its 
at»oIute and comparative Incidence. 

Authors have questioned the accuracy of college suicide- 
related record keeping (Schwartz. 1980: Schwartz & Relfler, 1980: 
Westefeld & PattiUo. 1987). Westefeld and PattlUo surveyed 147 
college counseling center directors and found that few kept recoids 
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of suicide attempts and comi^Uons. They recommended estab- 
Ushinganationali^arlnghouseforcompUingsuch data. Schwartz 

(1980) has argued for future studies to employ consistent 
mcthoddogr and rqwrtlng practices. 

Numerous surveys have attempted to determine the extent of 
suicidal Ideation and suicide attempts among American college 
students. Wrl^t Snodgrass and Emmons {1984) reported that 
among 1 ,0 1 2 adlege student survey respondents, 5.7% of the males 
and 6.1% of the females indicated that they had seriously 
considered attempting suicide during the past six months. Craig 
and Senter ( 1972) found that »)% of 792 underelasspersons had 
considered suicide during an academic year. Mishara, Baker, and 
Mishara (1976). using lifelong prevalence rates, found that 65% of 
293 -niverslty students had thought about suicide, and that 15% 
had attempted suicide at some Ume in their lives. Murr^ ( 1973) 
reported that 41% of 80 beginning psychology students had at 
some Ume in their lives thought about killing tltemselves. Mishara 
(1^2) found that among 140 student rraponctents. 13.6% were 
suicide attempters, and 59% knew someone who had attempted 
suicide. These survqr data support the dalm that past and present 
suicidal ideation and attempts arc relatively common phenomena 
among college students. 

As greater percentages of ^nerlcans attend rollege and as the 
number of oWer students increases, the comparaUve suicide 
incidence between students and non-students may be a moot 
Issue. Epidemiological studies will remain flawed until reporUng 
procedures are consistent and until the deflniUon of "student" Is 
standardized. However. confllcUng findings notwithstanding, the 
aforementioned studira confirm the common sense notion that 
suicidal behavior Is a serious problem on college campuses, as it is 
eveiywhere in our srclety. 

VARIABLES RELATED TO 
SUICmAl* B^AVIOR IN STUDENTS 

Over forty years ago, Raphael et al. (1937) provided a 
personality profile of the suicidal coU^e student: 

...he appears prtnTarlly rather on the over-senslt Ivp. shy and self-conscious 
onlcr, inclined to over react, to worry, and emotionally rather ddtcately 
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baIancc«L.tH)e ceeaia-Unifd. fearful and insecure In the fece of the 
«ive!<»lng life sltuaUon. and waitriy conceroed iwcUi^ ttat part„oi 
Ufe now conftmitlng him. 1*. thcMMtemlc test and n^xmslblUty. 

wnndhimtobcpoMiysocaaUzedand not fuslngnadlfy into thes^ 
i;«s&-iH)e has de«doped maiked fediiy§» of iniwiorHy^ Is aindousas 
to the future and at sea as to occuppUonaJ or vocatk>nai procedure- 
I^rther.helsvByUkriynottohavcadilcvedeliwt^ 
has been handicapped and makondltloned n^gaUve Innuences In the 
lamlly process_{p 9) 

In thlssecUonwc explore variables related to siilcldal behavior 
in students-famlfy. academic sodal and psychdoglc^-that 
researchers and clinicians have wnsldered saUent since the d^ 
of Raphad and his associates. 



F^mdly Varlablcfl 

When Bemaid and Bemani (1982) asked students vi^hy they 
consltkred sulcfde or made an att«npt the second most a>mmon 
reason was **famUy problems." endorsed bjr 21% of the sampte. 
Family background Is thought to i^ay a significant rote in students 
suicidal behavior, because many studaits are at a developmental 
crossroads vts-a-vts the femlly. struggling to achieve autorraniy 
andsepaiattonbutstUltosomedegrcedependentonthefamilyfor 

flnandaland/orenoUonal support Yet Knauth ( 1981) hasaigued 
that coUege therapists often underreoognlze the Importance of the 
family-student relationship as a factor In students' psychiatric 
problems. 

Knauth (1981) cited the case of a 19-year-old student who 
made a serious suicide atttmpt during her second pregnan(y. A 
previously aborted pregnancy had resulted in sewre conflict 
between the student and her parents, and she feared rejecUon if 
she chose a second abortion. This case reOtects the more gene^ 
finding that parental conflict and lack of support are associated 
with adolescent suicidal behavior (Schrut. 1963). RelaJedly. 
conflict can contribute to the adolescent's allenaUon from tiie 
famUy. which Increases suicide risk (Wenz, 1979). A family s 
intolerance of its members' efforts to separate and change alK» can 
precipitate suicidal behavior (Rlchman. 1979). Th^ them^ 
aooearrelevantasweUforthecoUegestudentasrevealedlnastudy 

Iq! Wright et al (1984). Wright et al. identified 105 students who 
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Indicated that during the previous six months they h^ «rlo^ 
conslderedattcinptlngsulclde.Tlie8e8mdentswercdmeiCTto^ 

from a control group of non-sulddal students on a numxro^ 
chUdhood variiOiles. IndudUig parental anger, physical abuse by 
parents, many conflicts with parents, parwital egression, lack oi 
parental support awl maternal onotlonal pn*lems. 

U»8 of a parent througji death, separation, draertlon, or 
divorce can beastrongdetcrmlnantofaddescentsulcldebehartor 

tDorpat Jackson. & Riptey. 1966: Miller, 1975; Schrut 1968). 
Howewr. parent loss alone does not necessarily tead to sn^^ 
other f^tore te^ ego stren^ suj^rt of ^^^^J^^^^ 
members) must be taken into account (CUascr. 1978). Tlw child s 
ageat the umeof the death of a parent also be a consideration 
(Stanley & Barter. 1970). As with addescents in general parental 
loss appears to be a factor in coUege student suicide. In a ctessic 
study. Paffenbaigerand Asnes (1966) reviewed the records of over 
40000 students from Harvard University and tiie University of 
Ptnnsyh«nla. They found that compared to a control group, 
students who suicided were owf half again as likdy to have come 
from families where tiie father was ill or deceased orwhereparents 
had separated: moreover, twice as many suicidal students were 
from homes where the father had died. Interesting^' tlwrew^no 
difference between groups as far as death of mother .vas concerned. 
These data have Umlted generalizablUty because all subjects were 
males. Later.Blalne and Carmend^Jinaretrospectivesurveyat 

Harvard and Raddiffe Universities found that 52% of their sample 
of attempters had suffered the death or separation of a significant 
other. More iccentiy, Adam. Lohrenz, Harper, and Strelner (1982) 
found that coUege students who had lost a parent before age 16 
were more Ukdy to report suicidal ideation and attempts that 
students from intact famlUra. 

A crucial point is to understand the meaning of a suicide 
attempt from a family systems perspective (Hdd & Bellows. 1983). 
An attempt may be a student's method of reversing a parent-chUd 
rote reversal. Hdd and BeUows noted that in some families tiie 
adolescent oryoungadult is placed in the rote of parent or nurturer 
to dependent or Inadequate parenla Here the chiW has been 
designated the "hope" of the family, re^nslbte for satisfying some 
ungratifled family needs as, for example, when parents have 
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achfevement needs that have been uniulfUted. To ^cape this 
biudai. the student may attempt suicide, thereby becoming more 
in need of nurturing that the parenta 

In summaiy, femily conflict loss, and lack of sui^rteyspear to 
besigniilcantfi^^tQrsin cdl^studentsuicldalbehavloras widl as 
in the broker addescent pqiulation. Also, students who sublnten- 
tionallsr bmui% oveifyre^nslble for meeting (amllydqiendency 
needs may be at hl^ier suldde risk: however, further research Is 
reeded to establl^ such a connection. 

Academic Varitf>fes 

In a review of the ccdlege suicide literature. Knott ( 1 973) listed 
the "intense, competitive atmcsphere" of hl^ier education as a 
tentative covarlable of suicidal gestures. Academic failure, competi- 
tiveness, and test anxiety are often cited hy th& public and 
counseling professionals as important precipltants of student 
suicide, but the r^earch appears «]ui^n>caL In fact, Ross (1^9) 
speculated that academic failure fxr se is not so much a 
precipitant of suicide as is the Ic^ of parental love en^ndered by 
failure. 

Based on results from a study at the University of California 
(BerkdeyK Seiden (1966) came down squarely on academics as a 
significant risk factor In student & Ucide. He found that students 
who suicided were concerned about schooli^vork (and about 
physical health and lelationshii^ as wdl). Moreover, in retro- 
spective reports from friends atid families, these students were 
characterized as chronically dissatisfied with their performance 
and doubtful of their .-academic adequacy. In reality. *.h€y had 
achieved satisfactorily. Grimly, Seiden puKlIcted an incrjasing 
incidence of student suicide due, in part, to the growing rompeti- 
tiveness of school environments. Another finding of Selden's study 
was that suicides at Cal-Beiketey occurred mast frequently during 
the first six weeks of a semester. One might speculate that if 
academics were a strong factor, more suicide vtrould occm during 
the final examination period. In fact Rook (1959) foimd more 
suiclc^ act! vity around examination time at En^and's Cambridge 
University. 

Schwartz and Relller ( 1980) discussed a probable difference in 
suicide rates at different universities. Their statistical analysis 
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pointed to a possiWe higher r?te of sulciite at my sdective 
Am^can institutions compared to more r^rescntattve ones. 
However, to determine if the differences are due to greater 
academic pressure, selection criteria socioeconomic varlaUes. or 
availability of campus susqmrt services is pos^Ue. 

Two recent studies died light on the Impact of ^»demic 
concerns on student suicidal behavior. Bernard and Bernard 
{ 1982) found that academic pressures accounted foronly 7%of the 
reasons given by a group of students who had thought about or 
attempted suicide. Carson and Johnson (1985) found that 
students with low gTMiepointaveragra were somewhatmorellkely 

to have con^dered suicide compared to a non-sulddal ccmtnd 
group. Howcwr. stiMlents dted "personal prddems" (e^, loss of 
i^tlonshlp or Illness) rather than grrales or tests as precipitating 
events for the suicidal ideation. Hence. Carson and Johnson felt 
that their results corroborated Bernard and Bernard's findings. We 
caution that both studies surveyed students from public univer- 
sltira in the southeast and that the results, therefore, may have 
limited generallzablllty. 

Academic competitiveness and pressures maybeasuldde risk 
factor for some colkge students, but othei-s apjarently minimize 
their Impact upon suicidal Id^Uon and/or behaviors. Perhaps this 
is due to the degree of behavUtmlfie^m a student perceives in 
his/her academic situation: In otlwr words, does the student 
perceive the academic situation to be controllaWe (Dowd & Milne, 
1986)? Some students apemUi from a relatively freer behavioral 
framework with re^rd to academics. They refuse to play the 
competition "g^mes" and they feel fr^ to Uansfer. change majors, 
quit school or appesd. PresumaWy. these students feel their 
academic problems are under some control and thus are less 
indined to resort to life-threatening behavior over academic 
themes. On the other hand, some students perceive few options in 
an academic crisis and r^ard their problem as insoluble, 
uncontrollable, and irreversible. Fbr example, a student may 
attribute failure to insufiident aptitude, a condition not easily 
rectified. Other students may fed trapped In a system where self- 
acceptance dQ)end8on academic success. One author IA.O.) recalls 
a graduate student who made a serious suicide attempt after 
faiUng a **last chance" foreign language profldenqf oam. She 
perceived heradf as not free to abandon her quest for an advanced 
d^ree after having invrated so much effort Ui it 
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Several years ago. the first author <^ this chapter reviewed 
reports and stateii»nt8 macte as part of the investlgatton of the 
suicide death of a sti«tenL A recnirrli^ theme made hy tho% \ii^o 
had shared his living environment was, 1 dldnt know him wdL" 
His virtual anonymity was pathetically underscored by the feet that 
In the various rqxMts, his name was ^xJled several different ways. 

The student suicide literature Is replete with remarks and 
observations about social isdatlon and/or unsatl^actoiy social 
rebtlcm^]^. For exam]^ Knott (1973) listed Impoverished 
interperscmal relattoi^^is as a pt^Ue covarlat^ of stiutent 
sulddegestures and Her^ (1^} and Ross ( 1969) cautioned that 
social isolatian is a major ri^ factor. Bernard ami Bernard ( 1982} 
found th^t students chose "social proMems" Jc^ love reJation- 
shii^ dating, frlouls) as the nK»t oomnu>n reason for their 
suicidal attempts/ideation. In this SM^lon, we review findings 
i^^ng social variabtes and student suicidal behaviors. 

Paffenbaxgeraml Asnes ( 1966) found that those students who 
suicided had alowK- rate (47%)of parUdpaUon in extra-curricular 
activiUes compared to control sul^cts (^%). Hils finding, they 
noted, is "...omsistent with da^ical hypotheses that associate 
suicidal tendency with ^xk of sociability" (p. 1031 ). Summarizing 
results fiom his study at the University erf California (BerkdcyK 
Seiden (1971) observed that the typical suicide victim was 
essential^ asodaL withdrawn, and virtually friendle^ In this 
regard, Wright et aL (1984) found that compared to control 
subjects, student suicide id^tors were more likd[y to rate thon- 
seh«s on the n^ative end of bipolar adjective oontlnua chDosii;^ 
adjectives such as "hated," "unpopular." "unrecognized." 
"unfriendly,'* and "follower" Wolfe and Cotler (1973) found that 
attemptera were less Ukely than -psychiatric- or "normal" controls 
to have religious af&liatioa ainl an un^iecifled "laige percentage" 
had iK> soKdai (ag., fraternity or sorority) affiliation. 

Dashef (1984) made the important dinical observatltsn that 
sulddal students often form dose, dqiendent r^tioi»hii» with a 
shigie peer, and that sulddal behavior m^ result when that 
relationship foils. Mdeed, ar, Mlshara (1982) pointed out, sulddal 
college students could be trapped in a vldous cyde. for when thqr 
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do veitoallze their distress to peers, they may often receive "dosed 
iespoiis«" (e4„ changlngof t<^tc aj<*e, advice to get professional 
he^oriiiattenUon).ther^exaceibatlngtheinipov€rlahii»r tof 

ttelr aotAsX situation. 

Pitydraiofi^ Variables 

The eailler excerpt of Raphael et aL (1037) afluded to two 
psychdc^calvarlaWes connected with suicidal teiMtendes among 
coll^ students: anxiety and depression. Anxiety and depression, 
however, are not necessarily useftil predictors of suldde. and their 
roles m suicidal behavior may be further comidlcated depending 
upon the type of suicidal behavior bcli^ Investl^ted. 

Braaten and Darting (1962) classified suicidal student 
paUentsatComeUUniversity'sMentalHealthCUnlcatoi^athree- 

polnt severity continuum: thinking about threatening, or 
attempUng suicide. Less than 20% of the san^^ consisted of 
suicide attempters. This sami^ was compared to a non-sulddal 
patient contio! group. Braaten and Darling found that for males, 
scores on MMPI scates 2, 7. md 8 were significantly hi^ for 
suicidal students than for maie controls; for women, scales 2 and 8 
were simllariy sieralficantly devated. The symptom picture sug- 
gested by a 2-7-8 profile reflects sdf^ioubt Isrck of self-esteem, 
anxiety, feelings of hopelessness, and proneness to suicidal 
ideation: the 2-8 profile is Indicative of depression with anxiety and 
agitation and some preoccupation with suicidal thoughts 
IStelmacheis, in Lachar, 1974). Clqpton { 1974) pointed out tiiat in 
anumber of studies patients who threaten suicide srare higher on 

scale 2 than those who commit or attempt suicide. However, 
Braaten and Darting found no significant differences on the MMPI 
scales among thinkers, threateners, or attempters. 

l.ater. Wolfe and Cotler (1973) compared a group of student 
suicide attempters with a group of non-sulddal "psychlatilc" 
controls and a non-patient group. On measures of inteipersonal 
anxiety and depression, the attempters and "p^hlatilc" controls 
scored significantly higher than the non-patient group. However, 
no significant differences were found on tiiese measures betvreen 
attempters and "psychlatilc" controls. Wolfe and Cotier noted that 
their results were consistent with the difficulties encountered by 
other researchers in tiylnf to discriminate between suicidal and 
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non-sufddal patients. Rather than memurlng emotional tevds, 
perhaps caltege student suicide reseandi endeavors might take a 
more fruitful direction by Investigatii^ the cc^nitlve correlate of 
suicidal behavior. Suicidal Individuals may often exhibit a 
thinking style that dlmimslies their ability to fexiWy with 
stmsors (Levenson, 1974). Ck^nlUve rigidity, dichotmnous 
thinking, and **timnel vision" ylekJ few functional bdiavioral 
alternatives, and as a result one may resort to poorly thought out or 
impulsive actions— a suicide attempt being one such action 

Kraft (1980) studied the records ol the 19 students who 
committed suicide during the 20-year period, 1959^1979, at the 
University ctf Massachusetts (Amherst). He recommended that as a 
part of preventive efforts, coU^e counseling and mental health 
facilities should target efforts toward d^ressed and extremely 
anxious students. He also noted that these feature do not 
discriminate the suiddal from the non-suicidal student However, 
one of Kraft's findings was that of the 1 9 suicides. 1 1 students had 
received assistance at the university's mental health service prior 
to the suicide; moreover, seven had contact within one week of the 
suicide. 

The concept of suicide as an act of aggression turned inward 
has geneiated an immense theoretical and research literature. To 
survey that literature is far bejrand the scope of this chapter. 
However, two studies by Lester will be mentioned. Using a paper- 
and-pencil measure of aggression. Lester (1967a) found no 
difference in the manner and direction of expressing aggression 
between subjects who had attempted or threatened suicide 
compared to a non-suicidal control group. L^ter ( 1 967b) matched 
20 attempters (students at the Ifnlversity «f Rochester School of 
Medicine and Dentistry) against 20 non-suicidal controls. He 
compared Rorschach responses (barrier and penetration scores) 
and found no significant differences between groups. These 
studies failed to support the notion that suicide can be interpreted 
as a tendency to turn aggression onto self 

Of course, suicidal behavior Is associated with disorders of 
personality and development as well as affective and anxiety 
disorders. College mental health workers are familiar witli the 
Impulsive, self-Injurious behavior of the borderline client Also, 
bulimic clients (some of whom be diagnosed as borderline) 
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may have suicidal teiKleiiclealnarecCTtsurwy.R^^ 
Corazzlnl (1^) found that adl^ counsdlng center staff 
pcroelve students as presaiting with more serious emotlMi^ 
Md/or behaWond pit*icnffl than in tl» past Hemjc. Itotlfy^ 

and responding to wiiddal students will continue to be a maior 
chaltenge fca- professionals In this Add. 




ADafflNISTRATIVE COTSIDE2RATKWS 

lXirlngsulckialcrises,admlnlstrato»lnhl^cducatlonare 
conftt)ntedwlthcomplexlcgalcthicalandprfflAlcalcraM«riML^^ 

SnS^lor constLtly^^ the l«llvldual's wdfere against 
respon8lbmue8tootlKra(e^,parents.theunlver8l|^c^ 

Given the com^exlty <rf these Isaies. suiprislng&r little profes- 
sional Uteraturc Is avaUabte to guide tte admlnlstratOT ai^^ther 

concerned professionals In devdcq»lng pdldes and Prooedurw 
(Mowman. Uibach. & Ro» 1^: Pontcrotto. 1987; Rodkwdl 
19831. Pferhaps diM in part to this tedc of guidance, Hendridsson 

and Cameron (1975) discovered that California aitalnlstrators 
consistently uncterrated their campuses' suldde rate: saw the 
pn^btem as m<M« national than local In sct^ and had In^ 
mented few of their own creative prevoitlve suggesticmscm thel^ 

campuses. Bemaid and Bernard ( 1^) reported that Institutions 
varledwiddy in thelrre^nses to suicidal students, from inaction 

to dismissal Also, imclear was vi^ch administrators were re^n- 
slble for deciding how to deal with the student While ackraw^- 
edcinfi administrators* coiKJerns about potential dlsnq»tlon of the 

educational mission, protection of the Institution's Image, and 
avoidance of liability for feUure to act to prevent suldde. Bernard 
and Bemarf (1982) found that the administrators' overriding 
concern was protecting the student's welfare rather than the 
institution's. 

How are higher education admlnlstratora to view student 
suicidal behavior? What are the legal, ethical, and practical 
administrative concerns that should govern decisions? What 
Information should be considered? In this section we speak to 
seveial administrative issues: dismissal of the suicidal student; 
malpractice llabiUty. ho^Itallzation; and confldentlaUty. 
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Section 504 of the RehablUtatlon Act <^ 1973 (amended 1974) 
prohibits discrimination against any handicapped person (29 
VXC S 794). Sectlcm 45 of the Code cf Federal Regulations (45 
CFJl 84) defines the term *liandicai^}ed" broEdly to include 
emotional and psydidc^lcal handic^ia Those r^ulatlons pro- 
hiUt exclusion from educational institutions if the handicapped 
person is otherwise qualified In addition, regulations prohibit 
pre-admission inquiiy as to vi^ther someone is handicapped. 
Once enrolled, dueprocess notice and q>portunltyfi9rahearlngare 
required if the institution withdraws a handlc^iped student for 
any reason other than academic incs^iaclty. Bernard and Bemaid 
( 1980) aigued that suicidal students are protected by these laws, 
and that instituUons m^be in violatitm if they summarily dismiss 
astudentfiH'suicidalthnEatsorbehavlororrequlrei^^ 
soieeninga 



Among actions taken for **the good of the student" dismissal 
from the academic institution is perhaps the most questional^ 
TradlUonally. acutely suicidal students were removed from 
campus to protect the individual and to avoid disruption of the 
teaming environment (ain-ik & Bcrirowltz. 1983). Bernaid and 
Bernard (1980) surveyed aU Inteniational Association of Coun- 
seling Services-accredited cdlege counseling centers during the 
academlcycar 1 975- 197& They found that in response to suicide 
attonpts. nearly half the centers required the student to witlKiraw 

from schmd. In apparent ddlanceor ignorance of exlstlnglaws and 
regulaUonF maiiy no provision for hearings, ewen when 
requested. More recently. Bernard and Bernard ( 1982) found that 
academic pressures accounted for a minor pn^rtion of student 
suicidal behavior. They also noted that students seldom manifest 
disruptive suicidal behavior in class. Dismissal st^gests that the 
educational aivironn»nt is a nmfor cause of the suiddal behavior 
and that dismissal would protect the academic envlronn^t from 
disruption. If the forn^ is shown i^t to be tl» case and If 
anticipated disruption is unlikefy. and given that social isolation is 
cited as a risk factor for suicidal behavior, then perhaps banishing 
the student from the academic enviroimient has been an ill- 
founded practice. 

Ch 12 IntervenUonsWlthColl^ Campus Populations 339 



317 




Slimak aiKl Bcrkowltz (1983) outllMd six nia|«r ^rpes of 
matoi^ce suits brou^t a^lnst mental health practlt^«ttm- 
faX diagnosis; improper certlflcaUon In a commitment 
S^&^feflute to eSaSe adequate pn^tions for a 

^^^^La of amfidimtlaUty; feully aR^ 
^^omlse<rfacumSe»idabuseofdteite^c«uK^^^ 
to wani thlnl parttes of potoitlal danger finimi a dlent ate^ 
become 1^ issias. aimak and Bcikowitz made scw^ 

ticms wh^mlght reduce llal^ly In these 

having foiensta eiq>crts train campus mental health s^ 

^aSng current techniques for predicting <»an^'r«^ 

XT^staffi^ldaccesbtoaddltlonalpiofc^onaloptato^^ 

dangei^us beSvlor Is possll*s maintaining ^uxate. ditoU^ 
nSSds: communicating warning If dangerous bdiavlOT Is deter- 
mined: and devdoplng strong ties between the coumdli^ c«it^ 
and legal counsels of the university and psychtA^cal asaoclationa 



Hoqtitiliutlon 




Counsdors- professional Uterature aiKl a^alOTlc tr^nmg 

offer sparee guidance regarding hospltalljMtlon 
thef^totoounsdorearealmostlnevltaWyconfitjnted with such 

decisions IMoonnanetaL. 1984; !H>nterotta ^f^^^^J^^^ 
recent literature on crisis intervenUon and hospltaUzauon. 
Ponterotto suggested that hcepltallzaUon, and cspeclalfylnw^- 
untaiy commltn^t be avoided if posslWe, due to such lataoi^ 
effects as potential llfdong stigma, loss of sdf-contitd, ai^ to^^ 

self-esteem: However. Ponterotto emphasized that dl«its physical 
wcn-belngahwwsmustbeparamountsothathospltallzaUonlsan 

opUon when a potential exits for sulcKte or assault, bizarre 
behavior, and/or agltaUon leading to panic or loss of impulse 
cor.t?td. Hospitalization could be avoided If the student does not 
prssimt dear. lmmln«it danger to sdf or othCTS. ^ have 
^padtyfor8dfHare.ha8asodal support netw^^ 
tolae outoatlent servicea and 6is^ adequate reaUty-testing. If 
these coiSltions are not met, according to Ponterottosrevlew. 
hospitalization affoitls some assets: safety, diagnostic procedures, 
and a therapeutic mlUeu. 
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izatlon Is i ncHr a t ffd. procedures depend on local state, and/or 
federal kgal processes. Procedurrs also vaiy with respect to the 
counsdor's work setting and the communication i^twoik between 
university administrators, university medical staff, and local 
ho^ltal peiBonneL Edlowing Ponterotto's advice, we uige college 
counseling and administrative staffs to understand local statutes, 
court policies, and attitudes on matters of hospitalization, 
especially invduntaiy commitment proceedings. 

Confldentiattty^ 

The professional is guided by ethical standards and kgal 
requli«i^t& The Ethical Standa/tlsof the American Association 
fi>r Counsdli^ and I>f.elq3ment (1981) and the fitfiloii^^ 
Psychologic (American Psychological Association, 1977) focus 
on respecting the individual's Int^ty and rlghta In SecUon B.4 of 
the Ethical Standtuxis is stated that when instances of "dear and 
imminent danger" occur the counselor must "inform responsible 
authorities** and assume "re^KmsiWllfy for the client's behavior.*' 
Ethical questions concerning suicidal cxdtege students revolve 
arouml issues of confki^tiality. the univrasity as substitute 
parent (tn toco pawnttsl and potential conflict of Interest when 
invohned professionals are re^)onsil^ to both student clients and 
the unlver^ty community (Moorman et al, 1984). 

Moorman et al found that few coO^ mental health services 
had written policies with re^sect to confldentiahty practices. Most 
of tl» surveyed services only notified ^hninlstratorsof astudent's 
mental health oontacte if she/he required bo^italization or had 
attempted suicide. Moonnan et aL. after revlewii^ practical Issircs 
when dealing with suicidal students, leaned towanl occasional 
limited disclosure to appropriate campus personnel on the basis of 
weighing risks and benefits of withholding or disclosing 
Information. 

In considering when to notify others (eg, administrator, 
femlfy) that a stuttent is suicidal Moorman and her colleagues 
recommendol no iu>tiflcatlon in the cl^-cut ca» where a student 
Is distre^ed but iwt in dai^^. The other dear-cut case Is when a 
student's distress and/or suicidal potential is so evident that 
ho^ltaUzaUon Is indicated,- at this time campus pereonnd and 
usually parents would be notified 
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However, a "ffaf area exists when awMxms exist Ooaat a 
stiKksnt's Judgiii«it motlcmal steblUfy. sdfHaie. and safe^ but 
pdien no ovratfy dangerous bdmvlorwsuteldal Intent is found- In 
siKdi casss, Moonimn ct aL b^eved that the examiner might 
miulre and shoidd dlscieeti/ seek InfonnatKm <»■ coMultatlon 
from unlvcreltyprasonnd. Such pcrsonnd might Indi^ the staff 

of tl» oaltege mental health service, the dean of ^uitents and/or 
reakkawe hafl dhector. Prior to contacting these individuate, tlw 
examlnershould discuss the ImpllcattcaM with the studentobtain 
his/her consoit and esqjlaln the limits <rf the disclosure. 

As to ^t information ^louW be revealed frwn the campus 
mental health woriier to otlMr canqjus administrators. Moorman 
et aL recomnttnded limltii^ disdosurt to what the other person 
may need to know to protect the wdl-beli^ of the student ai^ 
immediate community. This might indude ihs genoal nature ct 
the problem, the student's p^oli^cal state, threats finom or to 
the student, and the feaslblU^ of the student returning to his/her 
residence. 

Wth regard to notifying parents. Rodcwdl (1983) encouraged 
their InvoWemcnt in the decision to hospitalize unmarried 
students. SteenlarKl ( 1973) recommeiMted routine parent Invohw- 
ment only If a csaapua had no jraychiatric medical or dlnlcally- 
skllled non medical persoimd avallaWe. in which case he urged 
noUfkatlon and Insisted that parents take immediate custody. 
However, fldienquallfled staffwereavallaMe on campus, Steenland 
encourage examination and treatment with the opUon of 
Informing parentseven, if nece^ary, against the student's wishes, 
although he noted the deslrablll^ of the student's caUlng his/her 
parents. 

CRISIS INTERVIEWING 

In this section, we address the Issue of crisis intervlewtng and 
erollcate a model for clinical practice. Hie modd is based on the 
work of Jefftty Hersh (1983) who hus Identlfled key stages of the 
crisis interviewing process as it ^>idles to the special needs of the 
coU^ stu<tent Itersh pnqxised five essential steps <rf crisis 
interviewing: approaching the situation; making contact making 
an assessment making IntervenUono-. and making a dl^xjsltlon. 
These steps are designed to achieve two main goals: to hdp the 
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student re-establish j^iychdoglcal equUibrium and to ascertain 
that the student is no danger to sdf or othem Hezsh luiki^^ 
that these steps overlap; however we present crisis Interviewing in 
discrete stei» to Illustrate more deaiiy how the pivcess unfojd& 



M/hena|q»o^:hlng the stuttentlncrisisor before Initlatlngthf 
crisis Interview, the therapist cr n act In several ways to hdp the 
stuctentr^al^scnneeniotlonale iulUbrium.T}ttieoiHnmeiKlatlon 
is fior the tl^^lst to diagiay a soise of confidmce: his/her 
composure is a fiM^tative countopt^t to the student's i^tatlon. 
Second, reassuramse can be communicated by e7q>res^ng opti- 
mism that thecri^ IsUkeljrtobe short-Uved and hasafinm^de 
pro^ioste. niird. the student in crisis should be provided with a 
stress-redudngmilieu: asafe.dlstr»:tion-freeofflceand sufficient 
thosQjy time so th^ the sltimtion can be disclosed without rmh. 
Finally, before initiating the Ijiterview. a review of case notes 
and/or collateral Information wlU heJp the therapist gain com 
ix^ure and begin planning how to proceed. 

This second step Is Hersh's model Involves establishing a 
conmctlon between the therapist aiul stuctent so as to reduce 
panic and feelings of iscdation. The therapist should actively 
communicate empathy toward the student This can be achieved 
by therapist nonveifoal behaviors (eye contact encoura^ng nods, a 
brief touch on the arm) and by minimal pronqits to fedlitate 
problem arUculaUon (e^, "what h^pen«i today?". "How are you 
feeling-r*. "When did things start to get worser*). If the student Is 

unat^ to eiqilaln wiqr he/she feds so distress, the therapist can 
review recent experiences in the areas of schoolworic social and 
sexual rdatioi^ps. Hvlng ^tuation and/or family. Attendli^ 
behavior and careful probing provide needed structure. Also, by 
his/her suiddai ideation or behavior, the student may be spring, 
"Take care of me." Therefore, the therapist must son^tlmes take 
temporaiy re^nsluillty In terms of setting limits, chocking 
thergqieutic interventions, and involving significant otheis in the 
crisis intervention pnxsesa 




ftttiMirtfiifi 
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Cai^ assesMHSJt Is essential during the crisis lnt«vicw. 
Assesancnt 18 neoessaiy to detemliie the stuctent^^ 
life ^tuatlon. awl pcHentlid for sdf-haim The tlM!«p*8t 
flist con^cter the student's acoe^Mlty to cvahmtlon^Serious 
interfcrtng fi«^ te*. intortcatto sedatl^ 
ticm) mmr necessitate dctoxiflcatton and/w brirf ho^trflzatlcm. 
Soineba^«tei«)gnvWcdataahoubibeobtatoed(e*^inartta^ 
femllystatu&address,3«ar in sdwd). The therapist dK^^ 
iMlef treatoKnt hl^oiy (e^ past ho^tallzatlwi. h^ sou^t for 
physical or health pniitons, use <^prescripticHi and/w over-the- 
counter medlcatlOTsl Wth regwd to psychok^lcal 
the therapist should note the student's aKwarance and behavior. 
For example. Is the student's affect congruent with his or her 
experience? Does the student relate in a comfortable, strained, 
detached, or aggressive manner? Does he/she speak openly and 
coherent^ The therapist must informally assess intellectual 
capacity and note any formal thought disorder delusions, hallu- 
cinations, or marked affect 

Where assess sulcKte potential, tte tlwraplst should be 
atert for several Important tisk fectore: (1) when » Pja" is 
formulated: (2)^rtienaWstoiy of iwsvlousatteii^tscxlstsl3)w 
thestudentl8psychotic;(4)wh«iahlstoiyofdrugandate^ 
exists: (5) when tlw student Is seriously d^iressed: (6) when the 
student has a history of unsucccs^ medical treatment m recent 
physical trauma: (7) when the studait eiQXsrtences an Important 
lora or annlvcr8aryrfaloss:t8)when the student is Uvlng atone or 
has cut off contact with others:and(9)when the studentlscomlijg 
out of a depression or after ho^itallzatlon for depression (Hersh. 
1985. p. 288). 

During the assessment step, the therapist should take 
seriously aiqr mention suldde or aiiy sukddal behaviors or 
"ilestuies-'engagedln by the student Ifastuttent has formuiateda 
sScldeptathetheraplstwlll need todctennlrffiltsspedflclty and 

the methods by which the student would cany It out 

Because of the need for re^Jid treatment and assessment of 
distraught and/or sulddal studenta pracUtlonere m^ fliid It 
Inconvenient to use screening Instrumenta Neverthdess. britf 
measures should be available for evaluating depression and 
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suldcte potential We describe several exain{^ of t»1ef measures 
that may be useful to the campus crl^ therapist 

Banow. Tal^. MlUer. and Zung ( 1^) rqport tl» the 20-item 
ZungSeff^Rattng Depression Scale is qulddy and reliably scoml 
and easy to oooqrtete. ewn for imUviduate In dlstivsa Bainw et 
suggested, "^that an accurate assessmoit of the degree ai^ nature 
of dqBresslon during the Intake process may iaamac tbe proba- 
blUty suldde prevaitUm" ip. 53). 

The Scale for Suicide Ideation (Beck, Kovsks, & Welssmaa 
1979) is a 21-itero measure of the extent of the wish to die. the 
desire to make an active suldde attempt details of any plan, 
internal deterrants, sut^ectlve feelings of control, and courage to 
make an attempt The clinician ora^iletes tlie scale based on a 
sonl-^iuctuxed Inteiview. Althou^ <tevekq)ed £^ a resean^ tooi, 
its tnevlty. corrdation with clinical rating sen^tivify to changes 
over time, and measures of the validity recommend the scale for 
evaluating suicide potential 

The suggestion Is that high risk suicidal individuals have 
restricted future time perspectives. The Time pufistionnalre fVuflt 
& Benzles, 1 972). a seml-prc^ectlve instrument has been idiown to 
be of some use for differentiating high risk suicidal patients from 
non-suicidal and low risk j^tlenta 

Interventions should be chosen virhlch assist the student to 
r^ain pre<:ilsls fiim^tioniiig and to ensure his/1^ safety. Hash 
emphasized that helping the student to an understanding of the 
crisis Is a m^^r therapeutic Intervention. Not only should the 
student have identified the cilsls precipitant but he/she also 
should understand the particular psychological meaning of the 
event 

Besides achieving this insight into the prot^em. iKklitional 
intoventicms may Indude (1) listening, an effective Intavention 
for building rEq>port gteaning information, and pennittingcathar- 
sia: (2) utilizing interpersonal resources, such as enoiuraglng the 
stu^t to conr^t with frieiuls. ]»rents. or hdpfid si^iiilc^nt 
others: (3) utHizli^ institutional iraouroes, such as oillstlng 
campus health service or residence hall staiTto assist the student; 
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(4) advocacy, when studoits need tite sapp&ct of canqnra profes- 
^onate to deal with li»tltutf onal red tape (5) giving Infonnatlim. 
often pertaining to sexiiallty. drugs, ^petite disorders, or mjrths 
about mental iBnesa; and (6) exptorii^ alternative ceding medm- 
nisois. such as relaxation, exercise, social outreach, and healthful 
diet 



MiddngaDi^KwItloa 



In this last step of the Hersh modd, the student's situation is 
reviewed so that a prudent di^xisltlon can be made. Often the 
decision Is made to terminate the crisis interview and allow the 
student to return to his/her place of residence. In that event the 
therapist has ascertained that the student is at a low risk of 
committing self-injurious behaviors. The therapist may have 
determined that the student's agitation has been sufficiently 
reduced during the crisis Interview: that the student has c?cpressed 
hope for the future and described appropriate {Manful or coping 
activities; and that he/she will have available interpersonal 
support (sibling, residence hall staff, roommates). Before termi- 
nating the interview the therapist may have scheduled a foMow-up 
appointment with the student g^vcn informatlOTi about after- 
hours m^igency contact and/or (Stained the student's signed 
consent allowing for contact with individuals in the student's 
support networiL 

On the other hand, the therapist may have determined from 
the interview that the student is in such emotional dlsequllibriimi 
that Judgment is impaired or that the student is making suicidal 
threats and/or efforts. In this case, medication and/or hospital- 
ization are usually indicated. The therapist will need to consult 
with mental health colleagues and peitiaps appropriate university 
administrators reganling this more serious disposition A deter- 
mination will need to be made r^arding parental notification. In 
Instances where a suicide-prone student threatens to leave the 
office or tries to do so before a di^xjsitlon can be made, the 
therapist should enlist the aid of university security personnel to 
guard office exits. As Hersh emphasized an Important procedure is 
to keep the student informed about the process of medication 
and/or hospitalization and why such is being recommended. 
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Braldes pnMdlng crisis Intervention and individual psycho- 
ther^, caSkges have devdqjed many progFEuns and outn^ach 
eflForts that jday a primaiy preventive function, reduce stress. 

and/or provide Imniedlate pers(mal as^stance; In ttils section we 
discuss several of these programs/^oits and provide a few 
exanQdesctfmii. 

l^Dvlnmmeatal Restnictsirisf and Design 

Conyne. Bannli^ dads. Corazzlnl. Huebner. Keating, and 
Wrenn (1979) noted that environmental des^ combines an 
enylronmental focus with preventive purpose. Bxami^of such 
cnvinmincntai design include scheduling midsemester brealra to 
reUeve studoit stress: housing stintent services in promli^t 

campus]ocatlons;and arranging thearehitecture and laratecaplng 
to ^:Ultate student afflUatitm. Wth rj^pect to suldctel behavior 

Hol&r(1972)andKnott(1973)stresscdthelnq»rtanceofenvlnMi- 
mental restructuxing of educational ami living envlronnants to 
pninwte stwtent-studoit and student-staff contact Ftor example, 
/ioflfer noted a pipgram at the University of Rodnster to Inten- 
flonafiy house freshmen with tqqierciass stiKlents to fodlitate 
cont^ with cSder peers. HiilUps. Pitcher. Worsham, and Miller 
(1980) recommended *'meii»>iysuiq}ort procedures" (notes, open 
books) for reducing esomilnatlon stream. 

Inareoent8urveyofcoll^counsellngcenterdlrectore.46%of 
the respondents reported that 24-hour emeigency coverage was 
campuses (Roncy. WilQr. Croteau. & Gdwldc 
1986). Afler-hour tetephone requests for assistance are typically 
forwarded from the Inflrmaiy.securlfyofflce. or reslftencehan to an 
on-cafltlKraplst tare^nse toarfKatageof trailed therapists on 
campuses, many innovative after-hour phcaie services have been 
da^oped. Tucker. M««enlty. and (1970) tialned students, 
staff, and fiMnilty wdunteera to staff phones to provide support, 
information, and referral HiU and Harmon ( 1978) and Thunnan, 
Baron, and Klein (1979) described a Unlversify of Ttaras program 
tiiat makes avallaWe around-the<dock recorded telqjhone tapes 
providing information about mental and physical health. 
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OftMi students prefier tunUng to thdr peer groiu> for Mp 
chuli« a peraonal cit^ (I^na. Heynai. & Buidcttc, 1974). Many 

a^«9 ^iBor pe«a' coiinseiliig training to fflfl^ilc^ 
h^>lng resources and to ca|HtaUze m the "front4li«" portion 
peeis occupy when <^s occur. In a recent surwy cS o^ege 
counsdingcentcrdlrectors. 78% of the respondents indicated that 
thelrcentM-provWed pecrcounseitag jwt^ranis. aiMl a tWrd <rfthe 
pn^rams used peers In suldde aiMl crisis Interswitlon (Satoveyft 
D'Andica, im^l At An^rican Unlvonslty, a student-<^)erated 
hotline recchwd 7X»0 calte e^h sciMstCT. tomSUng proUenffi 
related to drug?, sex, londiness. and d^resskm (Leventhal 
Bennan. McCarthy, & Wasserman. 19761. PowlMaro. Mer. and 
Ite%(l^)dcveteped**firtciKlshlpnctwrak8**lnan^forttoreduce 

adjustn^t proWcms and fcelli^ of isolatkHi among graduate 
studentsUvlnglnahlgh-rlscdonnltoiywhere several suicides had 

occurred. 




Pascal^ and 'ftrenzlnl (1976) found that the freqi^cy of 
contact between fineshmen and levity was rdated positively to 
students' academic Int^ctual and persoiMl growth, bi a subse- 
quent study. Terenzlnl and Pascarella 11980) found that 
discussing proWems with feculty members m^ help fireshmen to 

aUevlate some of their stre^ Albert Ftorman, and Maslh (1973) 
recommended assigning students to foculty members or older 
students who would act as concerned n»n tora These authors also 
stressed the need for readily avallaWe tutoring services, as well as 
an office of ombuctoan to assist stuctents with Institutional 
grievancea Jones and [ 1976) have described the formation 
of a helping networit- at Brown Unlver^tyamslstlng of students, 
admlnlstratore, staff, and faculty. This netwoik fiwdlltated the 
provision of care for the student In crislsas well as those aflfectedby 
the crisla Sprinkle and Mattheus (1984) described tl» formation 
of an Enttigency Intervention Team (EIT) at the University of 
Vyyomlng. The EFT was comprised of 10 two-member teams. When 
alerted to an emergency a team ojntacted the studoit as^sed Ihe 
situation, and took action such as refierring the student to the 
appropriate campus service or escorting him/her to the hospital 
emeii^cy room. 
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Phimps (1983) described a sulctde education prqgFam 
conducted fay cdkge counseling center personnel aimed at 
training residence haH staff in the evaluation, interventlmi, and 
referral of potentially suicidal students. In response to a rash of 
campus suicides at Cornell Uniwralty. Ottens (1983) itevcic^wd a 
non-credit course for students, faculty, and staffi entitled "Life- 
threatening £^notional Crisis: Assessment and Ite^xmse." Ottens 
found that the pre-post test responses of course participants 
indicated increases in the willingness to intervene in a suicidal 
crisis In a more directive yet empathic manner. 

FtgndodBanieri to Suicide 

Other environmentally oriented interventions involve the 
Impc^Uon of physical barriers to suicide. Elxamples include 
shatterproof windows, wiiulows with seciulty screens, and inacces 
sibility torooftoiJs.At the University of Illinois, a protective "cage" 
was built around the stairweD of the multi-stoiy Ps^dtc^tgy 
Building. Spiked metal fencra flank the bridges acn^ Cornell's 
rjnpus goigcs. Whether these barriers are more likdy to reduce 
thf incidence of deaths resulting from drunkenness or "Tiorsepl^' 
than i om suicide attempts is debatable. 

POSTVEimON 

Considerable ati "ntlon has been paid to the issues that arise 
following a sulr&uc r itempi or con^>letion in the non-coil^ 
population (eg., Cain, 1972; Hatton. Valente. & Rink. 1977; Hewitt 
1980: Rosenfeld & Prupas. 1984; Wallace. 1973). In general, 
however, the literature on college student suicide has not 
thoroughly addressed such follow-up issues as the potential for 
reoccurrence, the emotional Impact on significant others, and the 
student's post-attonpt social and frcademic adjustment Literature 
has typically focused on how the counseling center or ccUl^ 
responds to the student's suicidal behavior. 

Hippie. Clmbollc and Peterson (1980) re«Hhmended system- 
atic follow-up including support services for the suicidal student 
and an evaluation of the Institutional response to the Incident 
Halberg ( 1 986} advocated the use of a crisis situation flow sheet in 
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the event of a studoatckath. Halbeig'sst^wlM resptmac to this 
event indud» (1) Investlgatkm at the seem ei the aocktent; (2) 
iK»tl&atlon n^af^^opsiats pemms on canqiu^ |3) m>ttfication ctf 
ncxt-ctf-kln; 14) development of a press rdease: (5) determlmitioa of 
how to deal with dose friends and signlftcant others; (6) cmnmunl- 
caticm with ojunsd; aitA (7) trKitnient of gii^ after the 
funeral 

Wr^t et aL ( i98^\ recommei»led that the ooui^lng Gento* 
continue to follow up each student who has made sulddal gestures 
for as long as he/she remains enndled in school. However, such a 
practice may prove to be .^a tmicasoncdde burden for the 
counseling center staffof akuge unlver^ty.andcaDsintoqiKstlon 
the suicidal student's sute^uent ri^ts oonfiftentiality aiKl 
privaQT. 

Seiden ( 197 1 ) recmnn»nded the use of psjycholc^lcal autofny 
procedures which involve Interviews with friends, femlly, and 
assodates of suickie con^^lers and attemplers. In ackUtion to 
tncreai^i^ the prc^es^ioNnal's uiKtestandli^ of suicidal behavior, 
this procedure ".jserws to relieve the stigmatizing guilt and 
anxiety ^^ch frequently accrue to the survivors" (p. 248) . 

Hospitalization has prevloudy been discu^ed as serving both 
preventive and thenqieutic iuiu;tioixs with suicidal studenta 
Regarding postventlon. Ross (19^) state that '*The danger of 
discharging a person to an empty dormitory room without 
provision for social support cannot be overstated" (p. 1 10). He 
claimed that many suicides occur during the period fdlowlng the 
onset of improvranent and dlschaige from the h(»pitaL The first 
author {A.O.) is aware that Con^ Univo^fy has initiati^ a policy 
through its Residence Life Committee to allow students returning 
finom medical leave to have priority for beii^ assigned on-campus 
housing. 

According to Steenland (1973) one of the cations following a 
suicide attempt indudes the temponuy withdrawal of the student 
He daims that often the appropriate procedure Is to iudd a meeting 
tietween the student a counselor, fluents or next of kin. and the 
director of tl»e ooun^lii^ services or college phy^dan, to jointly 
determine m^ether or not to retain the studoit If withdrawal is 
deemed ^proprtate. the student's fitness to retuni to oillege must 
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be appraised at a later date. TliIs decision may be based upon data 
derived from adlnlcal int^ew. i»y«didcgtcal testing, reoranmen- 
dattons from the therapist the studeait may have been seeing 
subsequent to withdrawal as wdl as other evldaicse of stability."* 

In regard to this issue. Bernard and Bernard (1080) dalmed 
that institutions that dismiss the suicidal student "-would seem 
to assun^ that causation is acmahowrdated to a cactenif a" (p. 111). 
However, as inentlcmed in the administrative section of this 
chapter, littk evidence exists to suggest such a cause^ect 
relationship. Instead, the authors daim that dismissal mpy 
tatetmify the student's distress by provldii^ more of that which 
omtributedtothestufteit'SQi^nalproblax^ social isolation and 
the eqaerlenoe of personal ^ure. In addition to such therapeutic 
issues, the authors addrras^ the ethical and l^al issues 
Hoarding dismissal ( i.«x, denying an education to an "emotionally 
handicai^ied" Individual). The reader is directed to the Beraard 
and Bernard (1980) artlcte tor a discussiim <^ the legalities 
r^aidiqg aottiesnte dismissal of the aiickkd stwlent Wr^t et at, 
(1^4) noted that dteml^i^ isji^l^bfemity v^ien hos^talization 
is requlrrd. or when the student's continued presoice will sl^nifi- 
emffy Interfere with the needs and rights of other students. 



CASE STUDY 



In this sectloa we prraent a case study to detail l^uea 
proo^ures, and processes concerning the management of campus 
suicidal crises. During these crises, on-campus professionals in 
such areas as counsdlng, residence hall living, health services, 
security, minlstiy. and miministratlon may become invtdved. They 
may provide services within their specialties, but they also may 
Intermil; with each other, with off-canq>us prt^e^lcaials. ami with 
the sttKlent's fomily. In thf^ Interacttons. qu^tions may arise as 
to the extent of appn^riate intomenticm. standard prooedun^ 
raordination of efforts, and nde clarification. The case study 
addresses confidentiality and trust, l^al and ethical consi- 
Gterattoa parental Invcdvement/notifiteatlon, coordlmxtlon with 
other campus professionals, client aftercare, insurance coverage, 
postventlon with the campus community, consultation with 
colleagues, and clarincation of mlea 
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You are a uiUveislty counsdlng <«it» 
am on a Satuitl^ during the schocd year, you are ale^ 

««aU astern. A n^dence haB advisor 

student (Si^) is in her recan thrcatoiing to 

Animate tdd the RA. that Susan had written a fi*<d^notc^d 
nowdemandedtobeteft alone. TheRAexdaims that -Tlw word is 

out and the whde fk»r Is In an upnar." 

Atthlspolntlnthecrisiskxiowlngwhatquestlonstoaskcrfi^ 
18 conslderaMy more imi»rtant ti«n kiMJwlng^tte aM^ 

key question is how wffl susan's immediate f^^yJl^^lISi*^ 
Z3one7Ifao.what8houWbcdoi«?Iffiotwhol8witih^ 

does the suicU^e note say? What other rdevant i^^^^^tS 
known about Susan: substance use; previous suicide ttweats/ 
attempts; previous contact with an RA; other recent crises; 
m^^ere? Who dse has been apprised ^ this sltufi^«J 
IcdzJ^dence ban director, femlfy. can^us security, ottier ^7 
IsSusan an acttvc counsdlng center dlent? If so. should you 
contact her primaiy therapist? Does any treatmait/inteivcntion 
plan already exist for hes? 

Theabovequeatlonsare therapeutic constderatlons.buttfiere 

mar also be admlnistraUve concerns. Does the un*wr^5 have 
written p<dide8orproceduresfor8uchanoccurrena?Ifott]i^ 

to be a>ntacted, who are they and who should do the «»»t^ng 
Should the resldeiHje hall director or subordina^ 
Should campus security be alerted and if so. when? Have they been 
tiair 2d for mental health emer^des? 

General issues raised In Part 1 Indude the availability, 
accessibility, and extent of after-hour services. Also i;dfivant are 
accuiate assessment and rapid, effective intervention. If resldwioe 
haU staff and campus security get inwdved during crises, tn^ 
Drior training Is ^ntlal. In such a ctIsIs the m<»t pre^ng ne^ 
is not providing counseling but malntalnii^ the students life 
(Steenland. 1973). 

Fut2 

Susan s saga conUnues. You determine that your presence is 
nec^saiy and arrive on the sctne 30 minutes later. Susans 
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nxumnate and the RA are with Susan in her room. StiKtents 
crowd about In the hallwEQrand hAAfy. Entering the nx>in,you ask 
&isan if ycm can speak ^fh her. Imt ^ ]«^p(»His in a beUlgere^ 
tone: ""Why don't you all just leave alone and mind your own 
buslnessr What do you do now? 

At this point you need to consiita' a nundxr therapeutic 
questions. Do you have enou^ Infom^tlon to assess Susan's 
suldde iM>teatial? Umxt, haw will you dtxt^^n it? Does ste imvc the 
right to be lett alcme, or Is setting limits the "correct" ti^rapeutic 
move? As Steenland (1973) su^|ested. suicidal behavior can be 
understood as requesting help in managing one's life, but often the 
suiddal student angrily restets that i^x Howem; the stiui^t's 
anger is less important than hdping him/her stay alive At present, 
assuming that SuKtn is suicidal, does stopc^MSsm^ns to harm 
her^f or others" What wiU you do if Susan attraipts to teave the 
premises? 

Whetho- &i«m's bdiavtor dlstuiis the 1^'s living caivlnni- 
ment is anotl^ admtnlfrtrative question. If is being disriq>tive» 
cations to consider Include calling campus security, encouraging 
residence haD staff to take dlsciplinaiy action, orttealingwlth the 
behavior then^ieutlcidl^. Do the otl^ sti^t^ts exaoobate the 
situation? What are tlwir iKeds? you fliul someozK else to 
attend to the curiosity and well-meaning concern of the 
bystanders? 

You made the dec^on that &^to-face contact was neoeassay 
to d«d eflfective^ with this emogency. Uiuler what drcunratancra 
do you make that (tedsion? Are mandated policies or procedures 
available to help you make that decision? Who is your "client" in 
this situation? Is It Susan, the residence hall staff, other residents, 
the university? How doyou doddeix^t is ther^^tic for Susan as 
(qqx»ed to the rights of oth€a*studaitswi»> become involved In an 
en»eigency? A critical Issue in this criste is assessing suldde risk 
and intervening when the individual Is tmcoq>eratlve. 

FlSftd 

With some oiaxlng. she c^rees to spsaik with you In the 
presoioe of her roomm^ After an hour's Interview, you determine 
that Susan is a veiy high suicide risk. After explaining voluntaiy 
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and lnvduntaiy fao^ltallzation procedures. Susan relivHantijr 
agrees to admit herself vcduntarUy Into the local ho^ital's 
iiqjetlent i»9chtetrlc iinlt 

What Is left undone? Again, you win need to consider the needs 
of the hall residents. Are dose friends* roommates, and others 



yoa address their mieds? Htpi^ et aL (19^) addreraed these 
qiKStloiffllnac^ study of cooperative re^ioiiseshy housing and 

counsdlng staff to a suicide. The housing staff took sudi actions as 
arranging on^goKy medical aid. meetlr ^ with residents of the 
victim's floor, and providing fofiow-iq). The counseling center 
arranged for notification of the student's femily. trained housing 
staff In postvcntlon techniques, and was avallalde for consultation. 
Hippie et aL ( 19^) demonstrated the advanta^ of good relation- 
ships betiraen counseling center and residence hall staffs. How- 
ever, as the counseling professional involved in this case, you need 
toconslderllmltsofyourabllltytore^ndtoallwhoareiwutofthe 
crisis. Among those Umlts are Susan's r^t to con&tentlallty and 
your legal and ethical re^wnslbilJtlea. 

Your re^nslbillty for the therapeutic management of this 
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the resldeiKX hall pereonnd for her return from the ho^ltal? WID 
the counseling center and/or residence haD personnel be notified 
of her return? When and by vi^m? Should someone notify Susan's 
parents, and if so. who? Stecniand (1973) pointed out that 
although parents m^ naturally want to be made aware of the 
crisis, they also may react by feeling and acting helpless, angry, or 
punitive. He stated that U\c societal consensus is that 18-year-olds 
have reached the age of mcyorlty and have the right of prtvll^ed 
communication. On the other hairf. Rockwell ( 1983) uiged allying 
with paioits and Invrfvlng them whenewer po^ble In the decision 
to hc^ltallze. 

Is there a protocd for counsdlng center fdlow-up in this type 
of case? What are tlu; pdld^ and procedures for communlcatii^ 
with hospital and residence haU personnd? Once Susan Is 
dlschaiged from the ho^ltaL can you arrai^ for m eqpeditious 
appointment at the coimsdlng centei? What is the unlverslly's/ 
counseling center's policy regarding mandatoiy counsdlng? What 
if Susan refuses treatment or is Inai^roprlate for treatment at the 
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university facility? In cases of refusal <rf treatment many schools 
wmild call the parents: a few would cafl the poUcc and/or initiate 
invc^tsiy ominiltmait (B^nanl & BenianL 1980; Steenland. 
19731 However, as dtecussed earita- in this cteipter. such drastic 
acUona may have been api^ed selectivcfy. For examine, not aQ 
suicide attenqjts come to the attentlmi of institution personiKi In 
a recent survey (Bernard & Bernard, 1982). of the 75 students yvho 
had been sulddal white In coHcge. only one lepuiteU institutional 
involvement In the linrldent Drastic action also may not be in the 
student's best interest In Bemanl ai^ Bernard's survey ( 1982), 
80%of those Btwtents^o miKteasulcbteattenqtt In Goltegest^ed 
In 8cho(d and felt later that it h»l been the right (ted^on. Overall, 
how do you simultaneously address Susan's issues, residence hall 
and university concerns, and counseling center Issues and 
responsiUUties? 

In ho^italizlng Susan, you and she must have considered her 
insurance coverage and her parents" possible financial obligation. 
(You should already have considered your own liablilty covoage.) 
Once the decision has been made to hospitalize, you are faced with 
practical details. What legil doamients are required? What is the 
polify concerning transportation and haw is that to be arranged? 
Who. if anyone, becomes responsible for case managen»nt now? 

What are the firilowup conoen» for Susan, the residence haH and 
others? 

As a counseling center staff member, you have Just taken on 
multipte rc^ of evaluator. tl^ap^ consultant cox manager, 
and/or administrator. How do you dearly (teJiiKate and Ju^le 
these roles? How do others peroeive you? 

In this case study, we presented an emeigency requiring a 
psychologist to provide rapid assesanrat and intervention to 
prevent suicide. guesUons arc raised with rrapect to confi- 
dentiality, psychologist ndcs. coordination with other canq>us 
profesaionate, parent notificatioa dlait aftoncare. postvention. 
and insurance coverage. No ca^ ai^wera eadt but the qtttstions 
are key to guiding professional behavior in such an emergency. 
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^ distant principal fw hstructton. Prom a practltiwicrs 
pei«»ecttve, she oflfers a fonnidaWe basis for her expertise In 
Intencntlon programs for at-risk adi^scenta Dr. Hiompson has 
puWlshed wlcWy in natioral counsding and educational joumals 
on t<^lc8 dealing with critical needs of iwlotescents and concJucts 
seminars at local, state, and national oonfer&nces. 

A native of Vliglnla, Dr. Thcimpson ean a BS, d^ree in 
En^sh and psjw^dc^from Radford Universlty:aMJa.frora'ra^ 

College of William and Maiy in counsding: a C AGS. from QUA 
Don?;nlon University in «)iinsdli«: and an B^ID. in counsding 
anu ai'OlnlstraUon fromTheColl^ ofWUliaman 1 Maiy. She isa 
Licensed Profraslon"i Counsdor. a National Certified Counsdor, 
and maintrl is a private pracl'ce tn educational consultation 

Dr. Thompsosi has sei-vw? on the editorial board of The School 
CktunsekH-. the edltorie! bo^ of the cfoumaC ^ taunsellng and 
Dcjdop.'^nt and is currently ««tor of Tne VTiglnJa Counselofs 
Journal ihe was name i Hamptoii Bnasis Counsdor of ♦h £ Year in 
1985. Dr. -niompson cuiTcntty resides in VLgi.Tiia Beach, ^^iglnia 
with hej husband Chaj<es R Hiompson. an engineer, and their two 
children i^yan and Jessica 
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A Siteit Scieam 



"Cefl and ixST marks the structure of the school 
A six hour logic is the rigid "gdden rute". 
A silent scream echoes fh>m imperscmal, sterile walls: 
Illusion, bleak despair Ituic in estranged halls. 

*T1meon-ta^" evdvcs as the tocher's arduous chore: 
Promoting content over feeling is the fundamental class core. 
A silent scream reluctantly sits alone there; 
Haunting a young troubled mliui. and yearning to share. 

"Clocking-in and dropping-out" raarics a parent's rushed 
demeanor: 

m get to know him better, when he ba»mes a seniorT* 

A silent scream de^rately lives disillusioned here: 

New defenses, repr^ion and oteraslon mask unshed tears. 

A caring nature and welcomed shdter is the coun^lor's role: 
But schedule changes, clerical tasks consume the daily toll. 
A silent scream becomes a critical therapeutic source; 
Perchance. Ill see him discussing the new elective course. 

Content task and structure punctuate our Institutional forms; 
Depn^ion and alienation succumb as interpersonal norms. 
What lf...the silent scream decided It was time to quit 

called an unsuspecting friend. 

then slit his fragile wrist? 

Rosemary A. Thompson 
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fiCmiREAL ABSntACT: In tiiis chapter is pnescnted 
sduxa4xised tntewenOon ^mte^esfbrfffeventingoiMes- 
cent suicide. Extenslue Information on the roles of 
teadiere. admini^mtots, ^udents. counselors and the 
di^rict-wUle crisis intervention team is included. 

Within the context of the schod-as-communMy. the sdf- 
destructivc potential of young peof^ Is a travesty of andjiguous 
proportion. Classmates, paxents. teachers, and rdaUvesexperience 
both the direct ImpUcaUons of a student's death and tlw residual 
long-tenn effects of aslgnlficant losa Pereonal lossor threat ofloss 
Increases a pereon's suicide risk. This Is a veiy significant suicide 
indicator among addescents. InvariaWy, aU peoi^ affected must 
ulUmatdy cope with confusion, Uame, an^r. fear, guilt and 
various stages of the grieving process. What also continues to be 
dear is that when one suicide death occurs within a school other 
students are immediate put at high risk. 

Balk ( 1983) identified acute emotional responses of students 
after the death of a peer. He revealed that white peer support and 
chances to talk with friends about the death at such a time of toss 
were important aids to effecUve coping with death, many peers fed 
uncomfortable talklngaboutitThey frequentlyavoid the survivors 
todecrease the discomfort of not knowing what to s^or how to say 
it. Balk maintains that yoimg people sometimes hide their feelings 
of griefbecause they are not considered acceptable in public; and as 
a result, adolescents are often confused about the source of their 
reoccurrlng grief reactions. 

The survrybyTlsWer et al. (1981) of 108 adolescents revealed 
20% had expe .lenced a recent death of a friend or relative; 22% were 
exposed to a recent suicidal episode of a family member. The young 
people surveyed also stated that their InabiUty to come with the 
loss led Uiem to begin having suiddal thoughts themsdvea 
Rappeport (1973), commenting on counseling inteivenUon with 
survivors of a sudden death .experience, stressed that young people 
need structured opportunities to talk about the death as a means 
to test and rct^t reality. Validation of feelings as a perceptual 
check is particularly important to adotescents. Talking about the 
death and related anxieties in a secure environment provides a 
means to "work through" tiie experience and serves to prevent 
destructive fantasy building when young people carmot test their 
ideas in a secure envlroimient against the real world. 
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Stanford (1978) further suggested the need for direct inter- 
vention in schods with survivors. Teachers need help in under- 
standing and handling young pete's normal yet <rfien Inai^ro- 
prlate reactions to death. Glasser ( 1978) stated that young people 
ofttti take cues as to how to react from the adults aroiuid them 
more than from the event itself. A paramount need is for 
couiuelors, educators, aiKl other sufi^rt personnd to suldi^s the 
emotional iweds of survivors and intervene to enhance coping 
sklUs and ulumately to prevent future suicides, and i^ted self- 
destructive behavior. 

School personnel need to understand and respond to adcdes- 
cent anxiety related to asking for hdp. FtoweU et aL ( 1985) found 
that "The risk a student must take to talk to a signlfitant adult is 
to be considered a proidem case." In addltton ^otescmits may 
manifest resistance to seeking hdp idated to feelings of loss of 
control and fear of depoidency. 1>elng found out** havli^ to "tdl 
eveiything." or submission to a powerful authority such as a school 
administrator. 

Scfaool-aa-C omifiisiiHy Crisis 
Inteivcu tten »Bitegte» 

The school-as-community crisis intervenUon strat^es for 
preventing adolescent suicide includes the following components: 
( 1 ) the school community hnk; (2) theevoluUon and training of the 
district-wide crisis intervention team: partiKrships with other 
helnlng professionals; (3) staff development in-service education of 
teachers, administrators, and other support personnel: (4) 
rieveloping a crisis communication contingency plan: demonstra- 
ting responsibility and r^ponsiveness; (5) student awareness. 
educaUon, and morale: enhancing school climate: (6) structured 
intervention procedures for individual school crisis team 
members; and (7) identlfylngprocedures for the d^ altera student 
suicide: mobilizing the crisis team altera suicide has occurred and 
assisting at-risk ac^ol^cents. 

SCHOOL COMMUNITY LINK 

A comprehensive, district-wide suicide intervention and 
preventf^'ii pn^ram provldra a commitment to policy and struc- 
tured procedures for decreasing the personal and the institutional 
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liabilities for sdf-f^tructive behaviors. Such a prograin Invtdves 
the effective mobilization of current resources, and the collective 
commitment administrators, t^u^rs. parents, stwitents, und 
oKtmr support perscomeL The undolylng premise is a bdl^ in 
human potential and the value of life. ^ledftcally, pn^ran* goals 
^ouM outline ( I ) procedures the Individual schod and respective 
community can devetop to initiate a prevention pn^ram. (2) 
strat^es to fdlow In dev^iping a plan to deal with the suldde 
crista (3) actlvitl^ and stcf» to foUow at the time of an ^ual 
suicide crisis, (4) the education oS all groui» that Interface with the 
schod (immunity (P.TA, advisory boards, dul^ and community 
service oi]g9nlzatl<»is). (5) the identiilcatlon of Edited helping 
professlonala and (6) educational media resounoes that the school 
and special inten^ts groi^is could utilize at either the prevention 
or Intervention stage of a school/community suicide prevention 
intervention pn^ram. Schod/oHnmunity ol^^ectlves (xmkl Ixuiude 
to ( 1 ) develop {^rental partldi^tlon In the development of schod 
programs and to f -ovlde ongoing continuing ^ucatlon for 
I^rents in ares^ oi cxKaem (&g^ teei^^ stress, ^s^tesaSsm, or 
TcfaitedsdfHlefeatii^t>ehavlora.etc.).(2)(k!vd!^aKiKectfatmitied 
commitn^nt to ai^ume responsibility for problems that affect the 
entire community (e.g. alcohol/drug abuse, suicide prevention, 
peer pressure, chlfai abuse, ami the eff«;ts of violence on chl&lren). 
(3) encourage support and reestablish open communication 
between pare its and their children, and (4) provide community 
education for parents and other concerned constituents. 

Ektpmid Aittcanlatlofi; 
The Advisoxy Committee 

Fundamentally, an assessment needs to be made of com- 
munity resources and an identification of human resource 
P'crsonnel in the otmmunity that could become barriers (because 
of lack of training, education, or limited perspectives of the school 
environment) to prc^ram facilitation and implementation. The 
appointment of an advisory committee made w > of lodl ^ool and 
community resource personnel can provide a collective {^nqpective 
maldng recoaiii»i«iatloi:» for the de^gn oS a prevention 
effort as weSl as Identify existing resources needed to efifiectively 
implement a suicide intervention and prevention prc^ram. The 
committee s^^ould include members of the 3chool stafl' with 
different roles and rei>ponsibilities. repr^ntativey from local 
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community agencies Ident Ifl^ throu^ the community resouit^es 
asses^nent helping profiesj^midl» in private pnctice, and a9n- 
cerncd parents. FurtheniM>re, the ofganizaticm of an adviaoiy 
OHnmittee fosters mtworics beti^n institutions and community 
agencies with a cmnmcm vlsicm to provide services and prt^ran^ 
for education, awaremss, and growth. The commlttf;e could be 
composed erf 

sdKxA priiK^ii^s). 

central office £^imlnistmtive staff, 

medical professionaKsX 

social worterts), 

ichool i»ychd{^st(5), 

schod counseloits), 

pdioe officers), 

[»rent(s)« 

school nursefs), 

commmiitf mental l^th counsdor(s}« 
local FTA/PTO toani n^mbeds), 
and local minister (s). 

The primary ro^e of t^e advisoiy committee ^uld be to 
recommend a series of awareness and prevention activities 
ctesi^Q«l to reach coui^dors, teach€m i^rents. ^d^ts, and 
administrators* The committee can also provide a network of 
avallabte community resources such as a tweiity-four hour crisis 
line, refennal services speakers bureau, and educational n^ia 
resource such as pamphlet and brochure The committee could 
identify various communf ^ support groups such as survivors of 
suicide, alateen. narcotics anonymous^ and various local support 
systems for adob^cents and adults, 

EVOLUTION AND TRAINING 

IhIcwmI Tnrtiring 

School personnel vary vrtdeiy in their formal training and their 
clinical o^riences with dqire^sed and/or suicidal adoles^nts. 
Cons^uently, not aD school counsetors or schocd ps^hologists 
can provide coun^llng or therapy. However, car^vers In schods 
need not be trained as therapists in c refer to contribute in a hi^ily 
significant way to suicide prevention efforts or to assist an 
addescent through healthy crisis resolution* 
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Sdwol-fcaied Actios Flan 



A critical ocmipon^t of a suicide pre\nentlon {dan Is a schod- 
based action pkui. A planned prevention program may make 
unnecessaiyasuicldeintervaitl(»iwithanad(de8centYet,tohaye 
an dfectlvc preventi<»i pn^ram a systonatlc intervention action 
plan Is most Important The recommendation Is for the local schod 
principal as Instructional lej^er to ^)polnt staff members to serve 
on a Schocd Crl^ Intovention team (SCIT). Tlie team manbaa 
nu^ Indude but are not limited to the foLH>wlng poRsonnd: 

• The principal or designee who darlfies local schod pcdif^ 
and procedures pertinent to suicide prevention and inter- 
vention plans (1^ documentation, interventi<m, rderral 
and fdk}w-up procedures). 

• The school guidance director, designated counselor, 
a^stant princii^ or other school peisonnd who assumes 
the responsibility for organizing activities Involving staff, 
students, and local immunity. 

• The Destfgmited Crisis Intervention Team Leader who 
organize activities and resource personnel In the event 
that the Crisis Intervention Action Flan (CIAP) must be 
implemented. 

An example of a School Crisis Team and Intervention Han is 
provided in Figure 13.1. 

Team members ateo should understand that their duties are 
long-tenn be<siuse tl^ will have key ns^ponslbilitias in both the 
prevention stage aiui the intervention stage, should the latter ever 
require implementation. Suggested activities of the team include 
the following: 

• Determine local faculty, student and community needs 
relr'-^d to suicide education and prevention activities 
(school divisions and communities will vaiy iu their 
knoiKdedge. expertise, and sophistication). 

• Arrange for and provide appropriate training for school 
personnel witiiln their particular school 

(Continued on p, 372) 
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Sdiool Crisis Tfcam And 
Intezrvention Plan 



E^h school has IdentlH^ a school crislc i&m which includes 
membersof theadministrationi guidance.pnd identified teachers. 
When a student threatens to connmit suicide or a staff member 
believes a student {dans to attempt suicide, the foUoyvIng steps axe 
to be taken: 

L Hie staff member should immediately refer the student to the 
appropriate counsdor or prlncii»L 

2. The counselor or princif^l stioukl interview the student to 
determine the accuracy of the suicide threat If the threat seems 
real, the counselor or principal will immedi«;e)ly call tti^ parent or 
guardian to discuss the situation and explain that intervention is 
neressaiy. 

3- £hicumentation of the suicide threat and Interwentlon procedures 
should be maintained l3y counselor or principal in the student*s 
categoiy II record. 

4, The counsteor or principal should provide the names of profes- 
sional resources to the parents. If parents fail to respond tu the 
suicide threat of their child or fail to contact a profi^ional 
resource for the student the counselor or principal should 
cont^t the coordinator of Cliesa^x^ake Public Schod's Psycho- 
logical Senices for profi^ional support Psychok^lcal Service in 
conjunction with the counselor or principal of the schod« will 
evaluate the situation and determine whether court services 
and/or child protwtlve services should be contacted. 

5. If the counselor or principal during the Interview determines that 
the itudent Is not iti imminent danger or has not threatened 
suicide, the counselor or principal will provide appropriate 
monitoring or foUow-up as nec^^aiy. 



Fligme 13.1* An example of a School Crisis Team and Interwntion 
Plan used in Chesapeake Public Schools, 
Chesapeake, VA> 
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• De\^(^ and provide a student awareness and Vacation 

• Coordinate and provide <q>portunitles for paraits and 
other persons in the local community to learn about 
suldde prevention, 

• Identify volunteer familty mml>ers willing to receive more 
speciaUzed training in oommimication ami group faciii- 
tauon skilte to work in gnmps with addescenta 

^ Facilitate the ctevek^ment of a resouroe list of ^ool and 
community resource personnel willing to provide in- 
service tralni.^ to make P.TA presentations, to accept 
referrals for intervention at the tin^ of a suicide thrrat and 
to work with the school in the event of a suicide crisis. 
Suggested resource include district pupil personnel 
services and public and private mental health profes* 
sioiffils. 

• Proc^ for <x>ntent ami understanding The Crisis Inter- 
vention Action Plan (CIAPl which will be implemented in 
the esftni of a suiclcte crisis. 

With appn^rlate training, most schod counselors and school 
psychologists can conduct and facilitate crisis intervention 
prcx?edures. However, staff devdopment and training could be 
provided in the following areas for members of the crisis team: 

1 • A profile of the contemporaxy adolescent 

• definition of high risk population 

• life stages am) adjustment difHculties 

• Identt^UigdiaFakeristicsofstudaitsatrlsk 

• recqgnltion and differentiation of suicide states on a 
continuum of acute to chronical!]^ depressed 

• reosgnltion of family djmamicsaxKlc^function 

• etidpgjr of sdolescent depre^on 

2. Suicide and other self-destructive behaviors among adoles- 
c^ts 

adolescent coping strat^es 

attitude and ethical responsibilities regarding suicide 
utilization of the Suicide As^ssment and Intervention 
Form (SAIF) (See Figure 13.2 for an example.) 

iContinued on p. 374) 
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M^AKEPIIBUC SCHOOLS 



CriM» Awwmoirt mod latci f oitto i Form 
(Confidential Infimnaiioii) ItefemdDate Time 

Studenrs Nairn BD Age SexiM F 

Schocd Grade Teacher 

RaiTOfs RKme (H) (W) 

Address 

Student Referred By Rdatlcmshlp 

Reason for Referral , 



Stressors {current dJqxislUon} 

□ Loss of ^gnifkant €^heT by cteatK 
dlvimx. sepamtlon (wtK^ when) 



□ Ixissoflnipartanlinncsb&Hish^lmsk 
upfrfbcyfrlend/gliifrlaid retetionship 

□ Apparent alter, allon/rejcctfon of 
I^ientls) 

□ Recmt&llureatschoc^relatiQnshlps, 
^rts^ ac^iemic standing, etc. 

□ Recent inviriveimnt with the law 

□ Does not belong to an identified peer 
group 



□ Other stressors 



Emotional State 

O GuHt 

O Anxiety 

o Hopdcssness 

□ FMii^ of being 

□ Feels stK)uId be punished 



Syropton^ (How Long) 

□ Dtsturtsanoe in sieq> 

□ Dlstmbant^ In appetite 

□ Wei^t Io8s/gedn 

□ Isctetion/withdmwal 
O Lethaigic 

a Aocidmt prone 

□ IVuaray/ninningaway 

□ Ag^resslon/a^tation 

□ Inq:^iml ability to conoentiBte 

□ Thlnking/talldng about wish to be 
dead 

□ Sexu^pnAdmslpromlsrulty. identity, 
pregr^axKy) 

□ Prtquent dlnlc visitor 

□ Chan^ In pezsonal q^pearance 

□ Sonmtic complaints (headaches^ etc.) 

□ Ehug/ak^ol abuse 
O Lacks interest 

n Has given away prized possessions 



Figure 13.2. Example of a Crisis Assessment and Intervention 
Form 
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Sdf -desUwtlve Ften 



IslmptesnaitavallaUe? □ Ya □ No 
Method: How lethal Is tteiTOthod? a High □ Ixw 

Place: 

Time: 

Ito the student macte apuUlc dedaratton of his intent? □ Yes □ No 

Prtor thoughts cd'miScide? □ Yes O No Whan did they first oocui? 

How fiequentfy does the stuttent think i^utBuldde? 

Priorthreat? □ Yes D No yf/tmi? 

Prtorattempt? D Yes □ No When? MetlMid? 

H<^itaU2ed for dq>res^n or suicide bdiavlor? □ Yes DNo When? 

Received outpatient treatment? O Yes a No When? 

Student Is wlfllng to a life line contra? □ Yes □ No 

Fiffm 13.2« Continued. 



3. The school Crisis Intervention Tram 

• methods of crisis inten^ntlon 

• roles and respon^blUtles 

• mobilization of the crisis intervention team 

• intervention with the student at-risk 

• activatli^ and rampletlng the action jrian 

• infomiation about resource such as suicide crisis lines, 
emergency service local helping professionals 

STAFF DEVELOPMENT 

Admlnisttatora 

The success of any pn^^ram within a school is seriou^ 
dependent upon the involvement of the prlncip^ Teachers and 
other support f^rsonnd often take their cues for their own 
responsibility from the leadership in the school When principals 
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take an active part and interest in prevention and interventton 
activities, so do re^Kctlve fiunilties. 



Teadieni and Otitis Siq)poxt Penonnel 

Flindamentally. long-term approaches such as psychological 
education and concurrent prevention ^rat^«9 can be tauglit to 
teachers, paiaprofesslonals, and other support personnel Many 
deUberate psychd<^ical skUls ti^Jnlng programs currently exist 
for children and adolescents (Bash & Camp, 1980; Goldstein et aL. 
1979). Other models to stimulate thinking and to help students to 
recognize, identify, and express tlieir feeling about Uvlng provide 
tMth education aixl systematic deliveiy (Joan, 1986: and Quest 
National Center, 1982). 



Short-term in-service education for people who work di ectly 
with addescsnts involves crratlng an awarer^s that (1) the 
prolriem is serious and of qjidemic proportioa {2}faculty and staff 
do have skills to help, and (3) a referral and support system is 
available to assist them. Essentially, the schooi principal is perhaps 
the best Judge of the type of in-service training needed, the 
personnel to use. and the issues to be discussed. Suggested 
strategies could include conducting two short workshops sessions 
to discuss and disseminate information relating to ^olescen 
suicide. 



Sessbm L Provide genersi educational information about 
adoierx^nt suicide vls-a-vle one of the n?any educational media 
pres^intaUons on the maritet followed by a discussion of the signs, 
symijtoms. and profile of the at-risk student 



Sesaton n. Provide a discussion oy trained helping profes- 
sion ^s in the IdentlflcaUon and referral process of a student who 
app ars suicidal Provide the Instructional stafif with specific 
guidelines and procedures for referring students, SmaU In-service 
sessions by teacher planning wdl is more conducive to discussion 
and Interaction, rather than large faculty meetings at the end ot me 
day. 
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In-service InfoiuuU<» for TfdiCCT 



Public awareness and concern have grown as the numbo-of 

children lost to sui(^e has hK:reased.ai^ citlzem In community 
throu^ut the coundy have looked to jmbllc agencies and 
institutions for assistance. The risk that a student win commit or 
attempt a suicide Is greater today than ewer befom Schocri staff 
members are in a unique position to recognize the possiblUly of 
sdf-ilestructive behavior and to take action to save a Ufc. parti- 
cularly for stuctents ^rbo cannot or wlfl not turn far he^ to their 
famlU^ and friends. To do sa however, teachers and other schorf 

personnel must be aWe to recognize stymptrans and know how to 
KasA to a student in such a crisis sltuatltm. 

Significant Indlmtm* of <viri« h* 

Crislscan occur inallstudents r^rdlessof age. **Acrisls"l8a 
state of acute emoUonal distress that Includes a temporaiy 
inability to cope Igr means of oi»'s usual resouices of pn^^em- 
solvlng and coping strategies. Any cvwit can be a hazard for an 
Individual if he/she does iK>t have adequate coping n^chanlsms 
for the situation or if the perscm is vuli^naWe to fhc particular 
event The crisis is usually brief in duiatton. The poslUve 
resrfuUon of acrlsls depoids on c*^s Interventloa thataj^ject of 
crisis management cairled out by human resource pe<^e in or 
outside of schocrf, such as the school's crisis team leader, nurae. 
teacher, principal, counselor, minister, or mental health profes- 
sional Essentlalfy, "calsls IntervenUon" is a short-tenn helping 
procesa Itfocuseson resolution of the imnredlate problem through 
the use of the student's personal. sodaL and environmental 
resources. Some significant factors and predlctore of a student in 
crisis may Indude one or more of the following indicators. 

Jacobs (1971) has Identified factors that contribute to an 
adolescent attempting suldde: 

• longstanding history of problems, which are escalated in 
adofc-scence; 

• failure in coping techniques, which pnds to a loss of hope- 
and 

• progressive IsolaUon from meaningful social relaUo»u»hlps. 
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FaibeT (1%8) further outlined three predictors of addesc^nt 
sulciite: 

• a tow state of hqse* 

• a tow sense of competence, and 

• a hlstoiy of prior suicide attempta 

In assessing the degp^ of risk, one also must pay attention to 
several ott^ indicators: 

• the level of depr^lon. 

• the Icvd of impulse control 

• the d^ree of hopefulness. 

• the ceding ta:hnlqi^ the adcdesc^nt usually employs, 

• the history of past attempts, and 

• the signiflcant others In tte ^olescent's life. 

An adequate support system is critical to suicidal adolescents. 
There is r fundamental need to know that someone car^ 

Jacobs {1980) furthtr identiltes the following verbal or 
behavioral messages which maybe considered at risk for suicide: 

• prevailing sadn^s, lack of energy, difficulty in concen- 
trating, lo^ of interest or pleasure in r^ular activities, or 
atypical acting-out behaviors, ai^er,belllgerence to author- 
ity flgureSt 8la>hd/drug abuse« sexual promiscuity, and 
mnnlng away from home; 

• academic failure in school, often accompanied by the 
adotescent's feelings of dlslntenest or helf^essn^us; 

• social isolation-lack of dose friends or confidants-even 
though the aciolesi^nt may have suj^rflcial contact with a 
group of peers; 
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• dlshannoay or disruption in the feunliy. divorce, sepa- 
ratlcm. ateohoUam. ai»i physical or sexual abuse: 

• recent loss of or suicide attempt by a loved one or famSfy 
number and/or break-up with bqyfrlemi or girlfriend; 

• atjplcal eaUng/sleqslng j^ttems; 

• veibal remailffl about sense of failure, worthlessn^s. 
Isolation, at^ni^ or death and written stories, ess^ or 
projects displaying the same themes: 

• collecting pills, razor trades, knives, nqies or flreanns; 

• giving away p»^nal possessions and writing a suicide 
note; previous suicide attempt (p. 108) 

If a student threatens suicide or manifests other self- 
destructive behaviors your reaction and responsiveness could 
make a dlfferraice in a posiUve crisis resolution. Crisis hiterventlon 
techniques involves estaUlshlng a supportive relationship with 
the student Intervention can be technically easy, but emotionalhr 
difficult ' 

What To Do. If a student mak^ a suicidal statement 

• show concern and avoid being consunwd by the students 
emotional distortions of what is occurring; 

• Usten with genuine interest 

• ask questions in a calm, straight forward manner 

• accept and encourage appropriate expression of affect such 
as grief or anger: 

• help clariiy the Issues; 

• do not leave the student and 

• refer the student to a member of the school crisis team. 
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JlotejAsdiod employee Is not hdd UaWe forabreach of confidence 
ifdien action Is taken onbehalf of astuitentwhcrae behavior maybe 
hannful to hlmsdf/hasclf or otheiB. Very often, tcschere are "1^ 

fiiutera" oi students In dlstres& 
WhatToAak. 

• Ask questions to ascertain the seriousness of the student 

• ask what feelings have prompted the desire to commit 
suicide, 

• ask questions about the student's home situation and 
rdatlonshlps with friends, 

• ask If the student has talked with anyone else about 
suicide, and 

• ask If consideraUon has been given to the means of suicide 
and the steps taken to secure those meana 

WliatNotToDo. If a student tells you that he/she Is thinking 
about suicide: 

• do not refuse to talk about it; 

• do not lecture; 

• do not offer platitudes or simple answers; 

• donotanalyzetheperson'smotlves,tiytolmposeyourown 
value system r^^tiing suicide and death: 

• do not aigue or try to reason; 

• do not tiy to challenge the student or use scare tacUcs; 

• do not be sworn to secrecy; and 

• do not Involve yourself in therapy; leave that to a profes- 
sionalfy trained person. 
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DE¥E3jOPING THE CSTOES 
COBSMUNICATION CGSTISGENCT PLAN 



C^?iimunlty awaimess prograi^ 
school has the least contn^ e^«daDy at the s^jondaiy level where 
parents beonm tess invcdved In tl^ child's wrdvitl^ The school 
peraonndt however, must try to amununicate and educate their 
constlturats about Issues such as teen stress, suldde* substance 
abuse, and other sdfdestructlve betmvicxrs. This appro^ Is 
Important fortwoftimlaniCTtalreasons: (Di^umtsroadeawareof 
tte prot^m In a non-thr^t^ng envirommnt may be more 
responsive to schocd personnel should their chUd ever be invdved 
in a suicidal crisis; and 12) community su^wrt may be more easily, 
obtained in the event of a crisis If the community perceive ths 
school as having doiK all it could to prevent a crisis situation 

Peniimatiatti^[ RcipiwiiiWHty 
aikl Hca|w>ttrivwieia 

When confronted with a crisis situation* one person, preferably 
the principal, must assume n^ponslblUty for devek^i^g a Crisis 
Communication Contingency Ran (^P). A provides a system- 
atic procedure to disseminate information more efficient^, and to 
foster school/community stability. A 3CP also anticipates events 
that could occur with specific procedures to manage rumor and 
misinformation, as wdl as fester stability and congruency of 
information* Fundamentally effective public rdatlons in the school 
should encompass much more than merely r^ctlng to reporters 
and media persormel. The following Invi^tment proc^ures could 
be implemented systematically to provide objective, accurate, and 
timely information: 

• write a comprehensi^^ crisis communication contingency 
plan {3CP) that details who to contract, designates human 
resourres, and utilizes a €X)mmunication tree (who calls 
whom) to facilitate the flow of Information; 

• ;tlnely distribute copies of the 3CP to all school person- 
.lel annually during back-to-schrol orientation activiti^ 

• develop a fact sheet about school pn^rams, n^unm and 
service for students and their families as a handout at 
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r^ulariy scheduted meeting for gnoups and organizations 
that Intei&ce with the sdiod (P.TA boanls, advlsoiy 
committees, feeder schods. etc), and in the event of an 
emeiTgency; 

• designate a central office area (cUnlc. attendance office, 
etc) to coordinate infonoiation gathering and dissemi- 
nation; and 

• take initiative with the media. 

A statement should te matte as sron as the crisis occurs to 
show that schocd officials are perceptive and re^nsibk to 
community and school needs. Remind faculty and staff that only 
designated qxdie^xopte are authorized to talk with news media 
Perhaps, one of the most subtle (^snses against the occunenoe of 

future suicides is for a schod office to be firm and assertive with 
information ^ven to the n^dia. The excitement the lurid, and the 
romantic cfeplction of a student's suicide seems to attract troubled 
adolescents, and promote the act as a viable alternative. Di^>laying 
a stuctenfs death on the front page of ths kxal newspaper 
(Gomi^ete with picture and quot^ fnm grieving classmate) ^ves 
the victim a fame in death that he/she may not have achieved in 
life. Perceived as a hero or martyr, many adolescents may 
personalize tlic act and see themselves in place of the victim. 

Leeann Lane-Malbon. {personal communication. July 11, 
1987) director of the Survivor of Suicide pn^ram at Tidewater 
Pi^hiatrlc Institute in Viiiginla Beach. Vliiginia suggests that 
reporters take extra effort to show that altematf wra to suicide do 
exist Lane-Malbon maintained, "it's inappropriate to glamorize 
the person who died." "It's important that we teach peopie about 
suicide and how to prevent it" "Newspaper stories which are done 
sensitively help with the educaUon piocess." A number of things 
should be avoided: 

• Don't put suicide stories on the front page of the news- 
paper. Placing the stoiy on the inside page, or near the 
bottom may reduce the "copycat" phenomena. 

• Don't lise the word suicide In the headline. 



Ch 13 Crisis Intervention 381 

3b3 



• Ikiti't use phou^raphs or intimate dracrtptions (rf the 
victims life. This promotes over-id«itlflcation with the 
victim. 

• Don't foil to mention altonatlv^ to suicide. If suicide is the 
only alternative mentioned, it serves to advertise the 
method. 

• Wl^n a>mmtmicating information to faculty, staff, stu- 
dents, or parents, maintain a "unified position and a 
uniform message." 

Keep messages concise, dear, consistent and tailored to each 
taiigeted groi^) with axxuracy and sensitivity. Hannaford (1{^7) 
maintained that one inqiortant prcx»luie is to develt^ a "SOCO"— 
a"sii^overridii^commimlcationot^ective" whmdealii^with 
the n^ia. The role of the designated contact person and a SOCX) is 
to focus upon a communication objective, bringing the topic back 
to the objective aiKl reinforcing it with accurate infonnation as 
much as pc^tble. Essentially, the more a topic is firamed and the 
objective discussed, the more it is likely to appear as foxt Gl a 
reporter's focus in the stoiy. 

In Edition, the principal or designee m^ wish to appoint a 
community steering cummittee composed of deigy. health profes- 
sionals. c»mmmiity leaders, or P.TA representatives. TTiis group 
can assist in arranging programs on the subject of preventing 
sdf-destructive behaviors at churches, synagt^ue. dubs, and 
oiganizatlons. Community support systems also can assist in 
providing the same uniform message, and reinforce information 
about programs and service the school can provide for famUies 
and their children. 

To foster additional continuity, the parent-teacher associ- 
ations (and other community groups that agree to sponsor 
programs on adolescent stress and related self-destniclive 
concerns for parents) also could be encouiraged to hold their 
program about the same time that in-school educational 
programs for teachers and students are sch^uied so that femilles 
who wish to disci^ the topic further would be equally infonned. 
School personnel can be supportive and resourceful to groups 
oiganizing parent programs, especially in the sdectlon of appro- 
priate ^jeakers. 
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Reciprocal attemlance of tochers and sdmoi administrators 
at the programs ^xmsored by |»rente also can hel^ relnforDe the 
ImportaiK^ of ti^ subject and provicte continuity and an q^qwr- 
tunlty for pa]:mts to a^ qtj^tions about the In-school pn^grams 
for teaclwrs and studenta In some instances, n^mbo^ of the 
advlsoiy or steering OHnmltt^ can serve as ^i^ers at com- 
munity pn^ran^ This can serve as an evaluation of the effec- 
tiveness of a prc^ram and for plannlr^ In the future. 

Other questions to consider for evaluation purpmes are the 
following: 

• How effective are ^ucational and awareness programs 
giving information, raising consciousness or changing 
atUtudes? 

• Are the goals of the community education ^^proaches 
realistic and related to consumer needs? 

• Is the material up to date and related to specific popula- 
tions? 

STUDEIiTAWARENESSt 
l^UCATIONt AND MORALE 

Students need to be made aware of the facts about suicide in 
an honest objective, non-emotional setting. They need to be 
informed of 

• factors related to suicide such as drug and alcohol abuse* 
family pn^lems, and relationships with giilfriends and 
boyfriends; 

• ways they can help their pwrs who may be experiencing 
prd:4ems of stress or adjustment 

• how to deal with dally frustrations and stress; and 

• where and to whom to go for help for themselvira and 
their frlcnda 
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Educational information may be s^Jproprlatdy lncoii<jrated 
into units of study in exiting health and social »:ience curhcula. 
or tlie schod may want to devtk^ pn^rams in which schod 
counsding pei^nnel visit scheduted "core subject" classes 
throughout the year to trach units of study that pertain to 
managing stress, life crises, and how to help a friend. Whatever 
appro^ is used, all students should be systematically expired to 
accurate Information, and be provided with an opportunity to 
simre an open dialt^ in a secure environment with a si^tiiflcant 
adult 

A suicidal peer may feel that they can no longer cope with 
problems and that suidcfe may be the only way out Mc^ people 
think about suicide at some point In their Uves. Most people And 
that these thoughts are temporaiy and that thin^ do get better. 
Suicide is a needless and permanent solution to short-term 
problems. 

Bli^r Ufe Cdam for Sttutenli* Hie following is a list of major 
life crises for stwtents which often trl^r a suicide or suicide 
attempt Hdplng students to know these and where to obtain 
assistance may prevent the suicide or the attempt: 

• death of a famlfy member, 

• the dlTOFce or separation of parents. 

• the adolescent s own pregnancy/or father of a child of an 
unwed mother, 

• a change In residence, 

• romantic breakup. 

• loss of social or financial status of the family. 

• severe disappointment 

• severe physical illness, and 

• precipitating psychological illness such as depression. 
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Help students to reragnlze that when the fed like ending thel r 
11^, or knowsonMone who wt^es to end his/l^r life, they need to 
mi^mber tlmtlu^lsavailalteimil^insc^ suldcte 
can be previratai. To aid stud^ts In Identifying significant 
mdicatOFB ci crtsissltimtlons lid^ Cards** or Xrt^ Cards** onild 
oe distributed, niu^ratiim of information to indude is shown In 
Figure laa 

Wliat1^Do.When3^usu^iectthatafHendorfamit^ii^^ 
may be suicidal, ymi may beccnne nervous and anxloi^ Hiis Is a 
normal feding. A hdpfiil procedure is to mmmber the fdUowing: 

• Bdieve and trust your intuition that the person may be 
sdfKtestnictive or want to hurt hin^df/herself. 

• Communicate your concern for the well-being of the 
person* If a friend says *'rm w bumm^ out I could kill 
rayseir..>s£y, don't want you to" thus afiflmilng that you 
care for him/her and that your relationship is Important 
Be an active listener and show your support 

• Be direct Talk openty and fredy and ask direct questions 
about the person's intentions. Tiy to determine if the 
person has a plan for suicide* te., the how. the when, and 
the where. 

• Get professional hdp. Encourage the friend to seek help 
from a school counsdor, teacher^ minister, or someone who 
can hdp solve the problem. If the person resists, you may 
need to ^t the nec»saiy hdp for him/her. 

What Not To Do. Hdp the student learn what not to do as well 
as what to do. They, as well as you. need to remember the following 
things. 

• Do not allow yoursdf to be sworn to secrecy by the suicidal 
friend You may lose a friendship for the moment, but you 
can save a life forever* 

• Do not leave the person alone if you believe the risk of 
suicide is immediate 
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SCHtfESKHiinCANTINmCATORSC^^ 



iOWSIUDBIfrB 



Cr1^€smfxnirlnaD^i«Ient»n;^n&i»<rf*€^ 
dlslB nifi^* attempt or cmmill s^d<jte. Smm^^gnlflcanl IndJcatoasof a ^udoit in 
cri^ iraiuck mtt ch- nwrc: of the fo&iwlng. 



I&yite^ threat 

Vata^ hMs iralkatlngself-dcjimtttlVT bctev 
tor or that hft wmM be betm ff Mutant 

Pmiocupation with thoughts ^ikicte «- 

Ptcvfous sulckle fl^leznpt 

Family mcailyr or dose frf aid taa attained 

or comi^ted miiddc. 
Making final anan^ments. giving avay 



Siitkto unexplained cheerfulness after pro- 

kmged fi^msslon, 
Kerplf^guns^ knives, or teUml medicines in 

stt»lent*s possea^n. 
Breakup with bt^ftlerai or gUifHcnd and 

withdrawal frcan olher filem^ips 



Frilling or drop In grattes 

D10kulty ctmcentratif^ on school work 

Loss of interest in extm^urrkrulflr ^ivlUes 

Sodallsdatlon 

New to school 

Ftvquent r^enHls to oflloe because of behav 

lor, tardiness, truancy 
Academe teaming dlfikultics 

F^fikssl ludtititoiii 

Chai^gpf* Jn eating or skeping paiicma 

We^t gain or toss 

Negket of personal oppeamiKv 

Lethaii^* llBilcssness 

FrB(|i«ent physical comj^nis 

ftrgnancy 

ProJor^gcd or terminal illness 
Drug or alcohol abuse 



LoMoffafl^ gicqrfw toriBmlvrwaiyirftow) 

thitn^ itath« sepanUksv or dlmnoe 
RijectlonbyfanttyTOo tf )e fB 

RBoent house^okl imive 

Cimge In Ipimcdtatg fantily or hfms^iold 

nKSdlOTlltp 

jUrohoteimw drug i»tn the family 
^mtot t9 a vtttim <^plQf^Qal aesniaL and/or 

esK^km^ abuse 
Running aw^y fnmi 1k»m 
Ftunlly hl^oiy i3l'ef^)tfonaidf8*uibamt 



SoeMaMI 
Noted pcnonaHly change 
Depr»ston,fieeUngs(^ sadness 
WlthdiBwaL does not tnteml with others 
Agltattax a^gits9fon« f^bdUon 
Sexi^ pmbteoiB {pnnntacufty, Identliy. prrg- 
i^ncy) 

FMlngB of ck^sain hopekssnesa, hd^^les^ 
ness 

FMlngB of being tiad or the need to t^e 
punished 

Unexplained aoddenta, reckless behavior 
Recent kg^ tnvc^wnent 

ItowafOnfBr 



Graduation 

Complettoi c^fmirntal divoroe 
Anniversaries of unhappy evmi» (parental 

deaths, aewr loss^) 
Bdldays, particularly family hc^ldays 
V^K^atlon tlimm.c^»ria£ty if child is tsdated 
Chai^ of season 
Custo^ dlsagimnents 



KOTEi Kdp cards or cslsts cards are a hl^ily visible Information that serv^ to 
provide a measure of security for young people and adults. School dlvlskma might 
consider investing in printing and circulating help cards as a prevention 
alternative. 



Figure 13.3. Help Card or Crisis Card. 
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• Do not act shocked at what the person tells you. 



• Do not counsd the person yoursdf« And a rraponslUe 
adult. 

• Do not delate whether suicide Is right or wrong. This may 
make the person fed more guUty and dq^ressed. 

Sctocd Resomees To Seek Students need to know who 
within the school is willing and aUe to be of assistance at a time of 
crisis or approaching crisis. Identify those perw)ns* the list may 
include 



• 


counselors. 


• 


teachers. 


• 


school p^hologlst or social worker, 


• 


nurse. 


m 


principal. 


m 


student activities director 


m 


club sponsor, and 


e 


coach. 



Improving Sehool Climate 
and Stndent If onle 

In addition to student education and awareness programs, 
perhaps there is a need for school personnel to identify and 
implement programs and activities within the school-as- 
community that foster a positive school climate: promoting the 
self-worth of the adol^cent. The need for such a program Is 
emphasized by such proponents as Sprinthall (1984) and 
Dlnkmeyer (1971): 'The lack of a required sequentlalfy develop- 
mental program in ^If-undeistandlng and human behavior 
testiflefe to an educational imradox; we have taught children 
almost everything in school except to understand and accept 
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themrdves and to function more effectively in human rdation- 
ships"{p.62). 

Rc^rsdSNB^) further a^ertect'lfweair^tnity aware, we can 
h«u- tim ^lent sci«uiis of denied fedingB edioii^ eveiy 
classroom waU" (p^l ). He added. deplore the manner in which* 
fnmieaTtyyears,thechlld*seducation^tehimorhen tliemind 
can a>me to school and the bocty is permitt^ peripherally to tag 
along, but the feelii^ and motiorm can live fredyan^ 
only outside the school" (p.^). Pbwell et aL (1985) in tiielr 
cd^^rvatlons of the hi^ schod-asKxnmnunify further revealed 
that "the pri«^ of a conversation with a caring adult was that a 
student woukl have to risk beii^omstdered a prot^m case** (p.461 
Consequently, the perrenial dominam^ co^itive endeavors over 
affective domains serves to ol»curc the adol^cents ssarch for 
meaning and rdatedness to kuger society. 

Collective efforts invested around structured activitl^ to 
discuss luijustnmit anxieties in a secure «ivlronnient a>uld 
enhance the selTworth of the stru^ii^ at-risk addesoent On- 
going programs in the schools are crucial to provide opix)rtunir'*s 
for all ^cd^oents to expre^ fedii^ and to know ttmt slgniftcs^iit 
adults care about their weU-beii^ emotionally as ^rall as intellect 
tually. The foUowIr^ activities (not all Inclusive) are offered with the 
understanding that variations will be needed to (1) meet the 
various maturity and dewlopmental life adjustment needs of 
student populations, and (2) meet the various rraponsive needs 
and commitment gc^ls of schools and their i^^ectlve communities. 
Tl^e actlvlti^ however aould be a viable cati^lyst to open commun- 
ication and the validation of perceptions and feelings of both 
adults and adolescents. 

• Set up a monthly program In which tochers recommend 
students who do not usually receive recognition to eat 
lunch with the principal, a^lstant principal, coach, or 
other significant adult In the adolescent*s life. 

• Have a "student of the week" or "student of the month" 
program In which each instructional discipline selects a 
student to be recognized. Achievement need not be the onfy 
v^riterta for selection; the dependable average student the 
student who exhibits good citizenship also could be 
recognized. 
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• Set up a routine system in which each teacher td^hones 
the hon^ of four or five students a WGck to rf^te some 
po^tive a^)ect of the students rote in (toss. 

• Devdc^ a "student adh^tion pn^ram** where ^h member 
of the instructional staff adqit an at-rl^ student (with 
behavioral t^justmc^t pn^ms. attaf^lanoe pncA^^s, or 
family proWemSt etc) to meet with than on a daily basis to 
discuss pn^}lems, progress or barrio to success and 
(tev^^^ short-term stiat^^ to enhance success rather 
than failure. 

• In school nem^tters or newsj^^pers^ recognize as many 
students as p€^Ue for coniilbutions to the s^^hocd. Try to 
find students ^o are seldom identified and find a signi- 
ficant contribution. Identify and reco^iize other areas in 
\;diich students excel such as vocational/technical areas; 
student ^unltors In local activities such as a hc^ltal 
auxiliaiy, fire dq>artment: and student emi^iyera of the 
month* through schod w>rk programa 

• PronK>te dute and ^rvlce or]|^nizatioi^ that are altruistic 
and other-centered. Students often redlsojver their self- 
importance by learning that they are valued by others. To 
do so gives students an opporttmlty to fed they have 
meaning and can effect change, or enhance the quality of 
life. Oiganlzatlons or imrtldpation in such »^vitles as 
Students Against Drunk Drivers (SADDl Rock Against 
Drugs (RAD), the Special Olympics, Sub Teens Itecreational 
ActlviUes to Educate (STATE), and Responsitde Educated 
Adolescents Can Help America (REACH America) are 
sdected oramplea 

• Imptement an on-going student support group as part of 
the student services of the school coun^lnig program. 
Provide the opix)rtunity to share anxieties in a secure 
environment and to achieve validation from a significant 
adult in a helping capacity provides significant support foi 
adolescents. Topics could indude 

dealing with life transitlons and chan^, 
academic pressure, 
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{frontal t*q>aratlon and divorce, 

conqieutkm and the meaning of excdtence, 

death, 1(^ or sq^aratlon: Nec^saiy l<^8es to personal 

growth^ and 
maintaining Inteipersonal reteti<Hishi(^ 

Develop a studoit str^ pn^iam ^Ich can be preventl\^ 
and circumvent the direct discussion of suicide with 
students focusing on maiiy of the factors fouiKl to preci- 
pitate sdf-destructlw behaviors. Ctei^^ on sulcl<te are 
often not as succrasful as student classes and pn^grcuns 
about stress, fcdlowed by small gnnq) discussion and other 
group actlvitl^ Emphasis could be placed on the social, 
emotional ami curative factors that addesc^ts pc^se^ as 
a group to nmnage personal social or ac^lemlc dlsaf^lnt- 
ments or frustrations. 



• Train volunteer teachers to serve as pc^ltive nde models 
and to Irad group discussions on subjects of ttme-manage- 
ment, stress, and academic prol^an-solvlng strategic 
Mental h^th professionals can serve bb resource pec^ to 
the schools to present 4 to 6 vvcek units In taigeted classes. 



• Institute a peer counseling prx^ram. I>evelopment of a peer 
counseling program Is ba^ on the premise that adol^ 
cents Invariably turn to their peers for needed support and 
understanding as weU as a validation of their perceptions 
and feelings. In addition students as products of a 
stmc.ured training program have been found to be less 
dogmatic, more open to new Ideas, and felt more adequate 
as a person upon completion of the training exj^rience 
(Thompson, 1986). Byleamlngi^wskills such as listening 
paraphrasing, and expressing empathy, the peer lielper 
develops a stronger sense of self as wdl as a belief in the 
efficacy of the proress of helping. The prlmaiy focus is on 
prevention and the enhancement of i^rsonal worth among 
self and peers. 



ERIC 



Fundamentally, adol^cents are trained to help others as 
effective leaders, group listeners, and pMltlve role mcKlels. A peer 
counseling program also extends the school counselor s reach to 
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the school peculation as skillful listeners and special friends. Peer 
rol^ and r^x>nslbllities nray include: 

acsKlemlc high schod planning options and Information, 

cai^ information and dls^mlnation, 

discussion of social and emotional concerns In groups, 

new student to school orientation responsibiliti^ 

feeder schocd orientation of incoming students^ 

Information about a)mmunity resources and hotline 

information and distribution of school guidance and 
counseling materials, 

information and r^uro^ regarding referral proo^ses for 
individual student concerns, and 

articulation agents for programs and ^rvlces of the school 
counseling department 

• Structure training experience for student volunteers* The 
fdlowing goals (^uld be included: 

developing increased awareness of self and others, 

developing facllitative communication skills* 

developing problem sol^^ng and decision-making skiUs* 

self-knowledge and exploration including cleariy defining 
one's own value system. 

developing small group counseling skills and facllitative 
technique* 

recpgnizlng and referring at-risk students to responsible 
adults. 

• Design a curriculum for school counselors to team teach 
with selected curricula such as health education in order to 
present j^rtlnent information to stuctents during the 
study of a mental health unit A team ai^rc^h can provide 
a secure environment in which to discuss controverelal 
issues; this ^pn^ch also incrras^ the visibility and 
accessibility of counselor on the secondary level. Objec- 
tives and structured la»ons rould be dewloped to 
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allow students to discos and express their own attitudes 
and beli^ shout suicide, 

present tte focts of suicidal behavior and to di^)d the n^th 
around the sut^t 

provide stuitents with information that will help them 
better understand ^ression and suicide ideation, 

teach strat^es for dealing with stressors and/or dis^ 
pointments, 

teach students to im the resources within their schod and 
community, 

make students aware of their roles as potential "^first 
finders" of suicidal peers, 

providestudents with appropriate courses of acUon to take 
If they encounter potentlaUy suicidal peers, and 

formally integrate suicide prevention into the secondaiy 
curriculum. 



A student curriculum which focuses on suicide prevention is 
an Imiwrtant component of a school-based intervention effort 
However, it is also one of the m(^t controversial. Competing 
philosophies seem to exist: one a>nsists of the inoculation model 
which says that a few are kiUed but more are helped: ar d the other 
is the 'loss of stigma" that rraults from extensive covera^ of a 
student suicide. The controversy Is l^sed on the apprehension 
that teaching such a unit will stimulate thoughts of suicide among 
classmates. A recurring anxious question among educators, 
rraearchers and mental health professional is **does a frsmk 
discussion of suicide in the schcK}ls actually prompt more young 
people to kill themselvesr' Grant (1987) who has led numerous 
teen suicide prevention and therapy techniques workshops 
believed "that suicide prevention pn^ram definitely do not trl^er 
more suicide, but actualfy help young peq)le to oj^n up about 
their flings of depression, loneliness, and Isolation and find 
support from their teacher, peers and family" (p 3) 
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lewdly, the devdqiiiient and Imptementatlon of a compre- 
hex:^ve service curriculum rouki be desl^fied for the **iimsteiy <rf 
daily prol^in-scdvii^^dlls sudi as seif-eompetencyt enhancement 
interpersonal re^tion^lps, communications, values, and the 
awareness of rotea attitudes and motivation" (Worrdl & StiiwdL 
I^ll Personal de^c^m^t <x>uld become an integral ^^rt of the 
secondaiy school curriculum and evrive as a required camcgie 
unit which is integrated Into the stuck^nfs pn^ram of studies 
much like computer literacy, driver's educition, or fli^ arts. Powdi 
et aL (1985) iended crcdence to this potential maintaining that 
alof^ wi th the horizontal vertical and extracurricular, the *^servlce 
curriculum" the fastest-growing component with the compre- 
hensive high schod. IhxTgran^ within the services curriculum 
dlrectty address social or i^ychoic^cal proUems such as grief, 
child abuse, depression, and alienation or emotional and social 
prot^ems deemed educational^ valid. Some schools provide sperial 
programs dei^nding on their {K^ulatlons such as daycare for 
children of students: rehabilitation for delinquent teens; services 
for special needs or handicapped stuctents, and remedial servio^ 
such as tutorials, laboratories, and resource rooms for students ?n 
academic trouble (Powell et al. 1985, p. 33). 



STRUCTURED INTERVl^mON PROCEDURES 



Each school in a district should or^mize it's own schrol crisis 
intervention team which could include members of the local 
administration, schwl counseloris) identined t€»cher(s). and 
other significant adults. All local teams will be collectively assem- 
bled routinely for training in suicide intervention and crisis 
management ^cllls. The school crisis team^s primaiy resj^nsiblllty 
would be to mobilize local resources and to follow specific 
procedures in the event a student manifests suicidal id^tion or 
reveals a plan. Thrae procedures are strengthened by adminis- 
trative directives or iMal school board policy. For example, when a 
student verbali2» suicide ideation, the following steps may be 
outlined by administrative policy: 
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• Hie staff member or student should Immediately refer the 
student to the ai^rc^riate counselor or administrator. 

• The counselor or administrator should interview the 
student to determine the accuracy of the suicide threat If 
the threat is conilrmed, the coumeior or administrator 
immediate^ should invt^ve the parmt or guardian to 
discuss the situation and explain that intervention is an 
alternative. 

• Documentation of the suicide threat and intervention 
procedures should be nraintained the rounKior or 
pJminlstrator in the student's confidential file 

• The counsdor or administrator should provide the names 
of professional r^ources to the ppxent or guardian. If the 
parents fail to respKmd to the suicide potential of thelrchild 
or falls to contact a professional resource for the student 
the counselor or administrator should contact the coor- 
dinator of pupil personnel or psychological ser.-lces of the 
school district for professional ai'.visement and support 
f^holc^lcal services in cooi^ration with the counsdor or 
administrator of the school will evaluate the situation and 
determine whether court or child prot«:tlve services 
should be contacted. 

• If during the interview the student the counselor, or the 
principal determine that the student is not in imminent 
danger or at high risk for a {Kitentlal suidde. appropriate 
monitoring, follow-up, and documentation should be 
provided. 

IntNviewfaig a Stntoit in Criaifl 

Assisting. Interviewing, and counseling a suicidal youth 
ultimately involves utilizing the principles of crisis intervention. 
Nondirective approaches to therapy should be avoided during the 
initial stages of intervention. Essentially, nondirective approaches 
lack the control that school personnd {coun%Iors. school psychol- 
ogist, eta ) will need to guide the young person through the crisis. A 
high d^ree of perceptlveness on the part of the interviewer is 
necessaiy to sense the state of the student's crisis and to intervene 
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adequate^. Hie interviewer's ai^roach should focus on resdution 
of the imn^late pn^tem with the mobilization of persmial 
educational mdal and env1ronm«ital rraourcea The primaiy 
outcome is to e^qdore more concrete and {xxsltlve alternatives to 
iidp the stuctent re-estal^h a sense of centred over his/her life. 

The positive resolution of a crisis dq>aids on olsls inter- 
vention* that aspect of crisis mana^ment carried out by resource 
peojde in or outside of schocd such as the schod's crisis team 
teader, nurse, teacher, principal counseiort minister, or mental 
health profc^stonaL E^ntially, crisis intervention Is a short-term 
helping process. It focus^ on resolution of the immediate problem 
through the use of the studenfs pra^nal social and environ- 
mental (school and hoine) resources. Unfortunately, many stu- 
dents choose suicide as a n^ution to their own perranal distress 
as a means to gain control or to communicate to others. 

When a student contacts a significant adult the following 
seven step procedure (Sue, Sue. & Sue, 1981 ) can be useful: 

• maintain contact rapport and ^tabllsh a therapeutic 
relationship with the student 

• obtain necessary information and documentation (see 
Crisis Assessn^t and Intervention Form Figure 13.2); 

• evaluate suicidal |x»tentlal: 

• clarify the nature of the stress and focal problem; 

• assess the student's present strengths and resources; 

• recommend and initiate an action plan (see Figure 13J }; 
and 

• notify the parent or guardian as well as identify referral 
resources, 

Aurwhig tte Sjgdwitfi Suicide 
Plan and Slal. Potratial 

Knowledge which is not shared is information that could serve 
to decrease the risk of self-d^t ructlve behavior The assessment of 
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the suicidal jdan is the proc^ <tf determining the likdihood oi a 
sulcd^ (Hk^. 1^4). Asse^i^ the suldftel i^n and method 
should be viewed from the perq>ective of intrinsic tethallty 
(potential physiok^cal damage gun versus piUs, cutting versus 
gas. etc.). avaibd>ility of tetted re«Hiroes. timlnt^ and idannli^ oS 
details (see Figure 13.4). Inhermtly. educators, parmts. peoB, and 
helping professionals frequently ask how does one gauge the 
seriouMM^ (tf a suldde att»iH>t? For exanqite. is a person vrbo 
takes a iatal ovmtose in d(»e proximity to oth^ nuMne lethal to sdf 
than a person who tak^ te^ of the dru^ but in an isokited setting? 
Fundan^ntalty, the intent o( ttte individual often neeto to be 
inferred from his/her actions which may be ambiguous at best 
HofT and Resli^ (1982) maintained that distii^ulshing between 
Immediate and k>ng-range risk for potential suldde is nc^ only a 
critical life-saving measure; it is al^ important for preventing or 
interrupting a vldous cyde of repeated seif-injuiy. If immediate 
risk is high and It is not uncovered In a^essment a suicide 
attempt can result Conversely, if immediate risk is low (eg, cutting 
a wrist swallowing a parent's tranquilizers) and the re^xmse is 
high (l.e.. the same as thou^ life were at stake) coupled with 
indifference among caregiv^ to the meaning or motivation of the 
physical, sdf-destructlve act the self d^tructlve behavior is 
unintentionally reinforced to the dl«nay of the hdper. Funda- 
mentally, what is communicated to the i^rson in effect is 
demonstrated by the hdpers inferred tehavion "Do something 
more severe (n^xllcally) and tli€y will pciy attention to me." If the ay 
for help is rq>eated and the re^nse m^sage the same, a 
completed suicide may have c^talned greater potential Several 
direct questions should be ask^ sensitively, in a secure environ- 
ment r^arding ideaUon, lethality of methods, availability of 
destructive means, and ^jeclflcity of the suicidal plan. An example 
of a Sch(M}l Counselor Action Han is provided in Figure 13.5. 

&dddal Iteation. Ask directly. "Are you thinking about 
hurting yoursdfT "Are you in so much pain that ending your life 
seems to be the only thlngleft for you to do to change how3rou fed?" 

SlHMt Term T reatm e nt Plan. Counsding intervention strate- 
gic should focus on an active approach that produces immolate 
relief for the student For exam^e. attempt to calm the adolescent 
by mutually devdoplng a short-term treatment plan with the 
student Such a plan serves to reduce tlie feelings of hopd^n^ 
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Anxiety 
Depression 
Physical Isolation 



Available 
Resources 



Communication 



Routine 
Intermrtion 



1 LoW'-malnCalns attendance and 

ac^tanlc prpgness (xuKniirent 
with past pofun^moe 

2 Moderate-HXxasslonaUy falls a 

cbsK acmw omcem achocd 

3 Hlgh^dinmlc d>saiteelmn; dn^ 

In schocd perfonnaroe: tn^tite 
toward school and admlnlstm- 
tlcm 

1 Low 

2 Moderate 

3 St/eie 

1 Low 

2 Moderate 

2 Severe 

1 Low— v^uc Ceding of cb^resslon; 

no withdrawal 

2 MocksBte— feelings (^hdi^s»[iesa 

hc^)e2essTOSS and withdrawal 

3 High— ho|W*eas. helpless, with- 

drawn and self-ilepnecatlng ... 

1 Low— ^therfntmrtorahle to restore 

them easily 

2 Moderate— some tunmill regarding 

trust; strained relationships 
attainaUe 

3 High— very Umited or nonexistent: 

student sees htmsdf without 
resource 

1 Lov —aWe to communicate directly 

ami rtondestmctlveiy 

2 Moderate— ambiquous: may use 

selMnJuiy to communicate and 
gain attention. 

3 High— feds cut off from resources 

and unable to communicate 
effectlvdy 

1 Low— falily good in most activities 

2 Mocterate— moderateJygoodins^c^ 

ted activities 

3 Hi^— not good in most activities 



figure 13.4. Behavioral manifestations or overt symptoms to help 
predict a iwtentlal suicide. 
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Slgniflcant Others 



Previous 

Sulctde 

Atlempis 



Recent Loss 



Drug abuse 



Suicidal Han 



1 Lciw--gi»maB)roo«istnictiw 
deflating 

3 High— predominate^ d»truGtlve 

1 Low--semiGd aie a^^Ial^ 

2 Moderate— few or only one avaltebk 

3 Hl^-^niy one or none avai^l^ 

1 Low— noi^ or low lethality 

2 Modemte—noi^ to one m mort of 

imxtemle leth^ty 

3 Hlj^i— none to multiple attempts of 

highlethaUty 

1 Low— none or I more than om year 

ago 

2 Moderate^netessthanl2n»mths 

ago 

3 High— recent loss of stgnlfllf^t 

other 

1 Low^infreqi^t to ejicess 

2 Moderate— frequently to excess 

3 Ht^— continual abuse 

1 Low— vagw, fleeting Ideatlim but 

no plan 

2 Moderate— frequent thoughts* 

occasional i^an 

3 High— frequent or constant 

thoughts with a deliberate plan 



Fl^iire 13.4* Continued. 



ERLC 



398 Preventing Ad<d^cent Suicide 



■i 



. scBOOLComamAmAOtWNnMt 

Su|qK»t RescHiroes Su|9ort Besoimxs 

(Identified by student) (identified by counselor) 



LethaUty of Method High Medium Low 

Avaltebity of Means High Medium Low 

Specificity of Plan High Medium Low 

Suicidal Rl* High Medium Low 

ACnONTOraXASEN 

Date: Time: 

Crisis Team Memben 

FfiSSOif DATS 
YES KO N/A BBBPtmsmM COMPUTED 

Contact Barents ' 

Notify Prtndpal 

fMify Community Men- 

talHe^ 

Consult wiUi local school/ 

community mental 

health liaison - " ■ 

Notify Sodal Service 

Notify police or youth 

scrvfccofnccr ' ' 

Is it safe to let student go 

home? — ■ 

Is the stiKient in need ftf 

24 hour supervision? — ■■— » 

Is student provlctod with 

contact person and 

phone mmiber? ■ 

Is sludoit scheduM for 
contact with sdiodomuv 
sdor for tiie fdlowing 

Other (specify) 



figure 13*S* An example of School Counselor Action Plan. 
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and ladE of rontnd over clrctimstances that the student may be 
experiencing. 

Letiiality of Mctfcod. "Ask specifically, what have you been 
thinking of doing?" The couns^r should also determine the 
student's knowtedge about the lethality of the nhsosen method. For 
example, ask "Do you have any pills: do you knwv how many would 
be an overdose?" 

High Lethal Methods 

firearm 
hanging 

carbon mcnoxlde poisoning 
Intravenous li^ectlon 
barbiturate or antidepressant overdose 
car accident 

Lower Lethal Methods 

cutting wrist 

nonprescription drug overdose (with the exception 

of aspirin and tyienol) 
tranquilizers (such as vallum & dalmane) 

AvmilabiUty of Sdf-deatrncthre Means. Direct intervention 
with the abrupt removal of very lethal methods such as firearms or 
prescription drugs can often save a life until the crisis is over. 
Specifically, direct significant others such as friends or family to 
remove lethal methods from the home. If trust, enijmthy, and 
rapport have been established between the counselor and the 
student at-risk, then consider engaging the at-risk student actively 
in the process of disposing of the lethal weapons or substances. 

Sprrfflrtfy of Plan. Ask the student directly. "Do you have a 
detailed plan woriied out for ending your life?" /^ses whether or 
not a specific time, place, and circumstance has been developed 
and whether or not significant adults are available who could 
assist in intervention. If availability, plan, and lethal method are in 
place, the student is an immediate high risk for a potential suicide. 
Immediate Intervention and possible hospitalization become the 
most logical course of action (Waltzer. 1980). School personnel 
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(counsdoiB. schod psychologist nurse, ete) must be kmnviedge- 
able about reliable, expedient referral sources and have available a 
network of various hdplng professionals in the mental health 
community. The course of action the counselor takes Includes 
conferring with one's Immediate supervisor, contacting the 
parentis) or guardian, and facilitating proceedings toward ho^ltal- 
Izatlon of the adolescent Finally, the student ^ould not be aOowed 
to leave the school without the dose supervision of a responsible 
adult (see Figure 13.4 and 13.5. Schod Counselor Action Plan ). 



Contact. If. however, a student who maiUfirats suicidal 
ld«ition Is alreac^ uiMler psychiatric care ami Is not g(^ng to 
consent to being hospitalized, the school personnel (counsdor. 
school psychdQ^stlcouki help the stuc^t make it through to the 
next appointment by the means of a written contract An example 
of a suicide prevention contract according to Gctz et aL (1983. p. 
269)isasfdk}ws: 

tlJl. -..agree not to kill niyself, 

or cause any harm to myself during the period finom 

to -the time of my next aiqiointment with 



(2 ) I agree to get enough sleep and to eat well 

(3) I agree to get rid of things I could use to kill myself. 

(4) 1 agree that if I have a bad time and feel that I might 

hurt myself. I will call , 

my counselor, inmiediatdy at • or the 

Crisis Center at' 

(5) I agree that these conditions are part of my 

counseling contract 

with 

signed 

wltnfssed . 

date 

Such a suicide contract can be modified according to the 
individual needs of the person. The contract is one means of 
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involvti^g the Individual and produo» a good ctetmmt for the 
person to not attra(4>t suicide prior to contrKtii^ or telkii^ with 
son^ne. Tlie extract is a tod which should be used in omjui^ 
tlon with protective measurra and nev^ in iscdatlon. Conferrli^ 
with the student's ther^ist and reiayli^ pertinent Infomatlon 
also would be a prev^itlw n^asure In the pur^t of professional 
support and oonsultaticm. 

PROCraWRES FOR THE DAT 

AFTER A smmrr 8iiicn>B 

In order to prepare adequatdy for a cr^s situation, the SchcKd 
Crisis Intovention Team (^IT) should have n^e the neoe^aiy 
anticipated lo^stlcal arrangements before a crisis occurs, Th^ 
arrangements include, but are not limited to the fdllowing eight 
subl^dings that follow. 

Identify o^nb^ of iXm fmnilty wto are willing to talk to 
students in raiali groups, Iti^ groups are intended for stu^tents 
who are not expertencii^; intense problems* but ^si^ do need to 
obtain congruent information and uniterBtanding about the death 
of a classmate from a signlflrant re^nsive, and caxU^ ^ult 
Teachers should provide general Information and answa* qt^s- 
tions and facilitate c^ncema Th^ also could assist in Id^tifying 
students who are experiencing more intense adjustsment prob- 
lems or student who have fewer suppori resources* Other school 
personnel resources could Include the ^mlnlstratiwe staff, school 
nurse, school psychologist and community counseling personnel. 



c Identify personnel who can provide more indepth, one-to- 
one c^unsding. 

• Designate a contact person to facilitate communi- 
cation vrith (antral olTlce personi^ 

• Activate the Crisis Communication Contingency Plan 
(3CP) and the contact person who is designated to work 
with the media 

• Des^nate a person to serve as case manager or team leader 
(depending on professional orientation) of the SCFT to 
schaiule departmofital meetings or individual and groi^) 
meetings for students. 
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• Designate a peison to work with and oiganlzecominunlty 
resources and dubs or <M|ganlzatlona 

FlindamentaUy. tte number posons needed to »x»mpllsh 
the first twolt«nswlUdq)end on the size of the stiKtentpopulaUon 
and the numb^ of students In olsls. Fleu:llltating the last four 
items do not necessarily have to be fllied by different indlvlduala 

E dnr s tton a l Rcgogrce Tfceda 

Specific resources within the sdiod must be made available. 

• Designate ^leciflc rooons to hxM smsli group sessions or 
consultation with staff, stud«its. aiKl parenta 

• Designate ^leclflc rooms that can be avallaUe for com- 
munity consultation and information. 

• Fiee a telqihone line in order to contact parents, central 
office personnel or community mental health resouix^ 

• Identifyapprc^riatelitmture. films, and othereducatlonal 
materials for students, parents, faculty, and commuiUty 
groups. 

• Provide guidelines, structure, and resources for teachers to 
use in small educational grouf^ 

Prepare Teacbers 

Teachers need to have prqiaration ahead of time so as to have 
structured procedures to deal with studentson the fUstday aftera 
student suicide crisis. The procedure may be as follows: 

• Conduct a faculty meeting before school on the first dsy 
after a suicide. 

• Discuss the sltuaUon and explain specific procedures for 
the day. 

Introduce school and other personnel who wUl be 
involved in counseling students. 
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Ex|daln the role ami function of the School Crisis 
Intervention Team and provide tcarfora with a 
schedute of counseling sessions which may occur. 

• Handout procedures to be dlsctissed with students at the 
beginning of the school day. Thorou^ily discuss proce- 
dures to be sure all teachers understand their role in 
communicating and proce^ing Information for students. 
The first hour of the school day should be spent providing 
students with ^xnirate Information as well as processing 
the death in small groups. 

• Encourage teachers who may fed uncomfortable dls- 
cu^ng the sltuattoi with stwtents lay providing those 
teaidiexs with the cpQon to reqi^^a maid)er of the SCTT to 
be present in their rooms with them to ai^wer student 
qiKstions. 

• Ascertain that t»u:hers and members oftheSCrrknow to 
whom to r^rt and to whom to rder students or families 
in crista 

• Establish support groups for the deceased's present aiul 
previous te^^rs who may need assistance in coping with 
their own fedinp and arrange for their ohisses to be 
covered whJe they are in the group sessJona Confidentially 
inform teachers involved of the plans or provisions that 
have been made available for them. 



T^cl»r8* or SCrr l^emberB* Duties 



The su^ested promlures on the first d^ of a:hool after a 
suicide 1» for teachers or SCIT members to conduct the first hour 
session as f(^ows: 

• Announce the death of the student using accurate facts. 

• Let students know they will be (1) informed of funeral 
arrangeanents; (2) excuse frcmi classes to att^d the 
funeral with written permission from j^rent or guard^n. 

• Maintain the traditional ethnic or differing cultural mores 
regarding procedures and protocol of students from 

rr»?/- ^ PtievenUngAdolesocnt SlUctde 
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different cultural or ethnic teckgrounds. The cultural 
diversity in many school settings cannot be ignored. 
Education and r^ponsiveness to dlfferait roles and rituals 
win help dimise r^dlty and expectations of their ethnic 
groups for the deceased. 

• Announce that friends of the deceased win be allowed to 

meet in a group at aminnxmi . 

Excuse friends ftf the decea^ to go to tl» meetii^ 

• (^tai the discussion with remaining students. Let them 
know it is normal to be u|^L Tjy to maintain a calm 
dlmate. Direct the discussion toward identifying ways the 
class nmnbers might do something positive In the ab^nce 
of their peer. Caution must be takoi to prevent any 
cdlective activities that would glamorl^ the suicidal Gu:t or 
make It aj^ear as a heroic alternative on the part of the 
adol^cent l^pes of innocuous activittes ma^ include 
writing a poem to be read at the funeral of the d«;^sed. or 
other choose-life or living altemaUve acUvltles (Joan. 1986). 

• Announce that adults wifl be available to stuttents for 
counsding, taUdng. aiMl listening. Record the names of 
students who express interrat In counseling or further 
processing and submit them to the SCFT leader or case 
manner. 

• Inform students that they wlU be caUed to the office and 
es^rted to the appn^rlate coun^ng area throughout 
the course of the day 

• Inform students that for the remainder of the day, they 
should follow their routine »:tKdule of classy 

• All members of the SCIT should determine student needs, 
personnel and resourcw needed and outline pnx^iures to 
follow. 

Frinc^MTs Dntics 

At the time of an actual suldde crisis, the SCIT should be 
assembled immediately and the principal should do the foUowlng: 
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• Contact the central office llason in order that they can 
adjust their schedules to meet at the local schoid if 
iwoessaiy. 

• Contact the individual designated to work with the media 
In order that staten^ts can be prq^ared before being 
contacted by the nndia. 

• Meet with the fiEunily of the deceased to offer ai^stanoe. 

• Arrange for a morning faculty meeting for the first day of 
school after the suicide. 



Finalize procedures for the first da^ of school after crlsla 

Make arrangements for sut^tutes or {»rmt vxdunteers 
who may be needed for teachers who are to facilitate 
discussions and to process feelings for students. 



Make short-term arrangements for the first day that include 
thefolkwing: 

• Allow studoits with questions to talk in sn^ groiqis with 
selected teachers, membera of the SCIT, and mental health 
professionals in the community. 

• Provide for the most severely affected students to be seen 
Individually by the school counseling staff. SCIT. and/or 
mental health profe^ionals. 

• Divide student population into the fcilowlng eateries as 
soon as possible: 

(1) Those students who need to be seen by a 
counselor immediately. 

(2) Hiose students with less severe pn^lems. but 
who need follow-up work such as a referral to 
commimlly agencies or parental conferences. (Veiy 
often, when a student commits suicide, many 
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students become identified as high risk because of 
reoccuiTli^ »iicl(te ideation or some other uikler- 
lylng personal djrsfunction or self-defeating 
behavior.) 

(3) Those studoits \fim are eiqierienclng mild or 
modonate C(^>lng pn^^eii» v^iose progress needs 
monitoring, 

(4) Those students who are adjusting adequately 
and do not i^ed furtlKT monitorii^ 

• Meet daily for staffing meetings with the SCrr to discuss 
student needs and to assign re^nsibllities for coun- 
seling, consulting, rrfenal or monitoring of students. 

Caw Manago^ or Team Leadei^ Ditfles 

The case manager or team teader of the SCIT should do the 
fdlowing thii^ 

• Contact teachers and other staff members who voliinteered 
and were trained to work as group facilitators before schotd 
b^lnsso thqr<^ be prqjared. Hie focus would stress the 
communication of feelii^ the recognition that others 
have feced similar anguish and have survived; and the 
realization that our rraurtions to loss aiKi str^ are normaL 

• Make arrangements to notify community leaders, agencies, 
churches, and parents of the actions being taken by the 
school or the prpgrams provided. 

• Schedule if necessaiy, meetings for parents and com- 
munity resource people. 

• Contactothermemberoftheclty-wldeSCmfnecessaiyto 
assist in activities. 



Contact other resources within the district such as 
psychological services, and private coimseling agencies 
with whom the school has already made arrangements 
for assistance. 
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Finally, durli^ the crisis period the fidkiwlng oomiXHients 
must be cormklCTed: 



• a calm, oii^nlzed atmc»sphere be maintained: 

• all Invcdved be kept infonned of the status of plans, events, 
actions, and schedutes; 

• dally staffing actings be hdd to review and modify plans 
with sc^hedute devdoped and communicated to promote 
accountability; 

• sulHcient helping prof^ionals be Invdved so that a few 
people are not overworked; 

• stafT members should routinely be reminded to take time 
for themselves and engage In stress reduction activities 
during the course of their d^ 

^ counseling services be made avaUat^ for faculty and staff 
members who m^ need to share their anxieties and 
frustrations in an environment that is nonjudgmental; 

• all students aiKi faculty members e?q)ressing difnculty In 
maintaining adequate copii^ skills during and after the 
suicide crisis be taken serious and appropriate assistance 
be made available to help them; and 

• a normal schedule of extracurricular and Instructional 
periods be maintained for the majority of the student body 
to provide routine and structure and to promote inter- 
I^rsonal stability. 



SUBIBiARy 



Suicide Inten^tlon ard prevention in iht school-as-com- 
munlty does not end with a studoit s ckath* Public awarei^ss and 
concern has grown as the number of youth Uast to suicide has 
increased. Educators and citizens in communities throtiyg^out the 
nation have looked to putdic institutions including the school for 
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intemntlon, ^^evcntion. and assistance, Schod ^xjunsdora. 
administi-atoi^ and cental health professlroals need to develop 
systematic strategies to intervene with survivors, as well as 
potentially at-risk students. 

Young pecf^te oontlniie to communicate and d«nonstrate 
through sdf-destructlve behaviors that they need help with uiMJer- 
standlng their feelings of confusion, loss, alienatioa loiKliness, 
depression, an^. sadness, and possfldy guilt Students future 
fx^lng 8trp.(eglcs with their uncomfortal^ but normal fisdlngs. 
their ability to ac^ust maintain oontroi and masteiy over their 
everyday life experiences, win ultimately be depradcnt on the 
assistance they obtain and the resouities they Identify. Counsdore. 
administrators and other school personnel can provide the climate 
that fosters prevention and intervention with at-risk students. 
CoDbctive efforts to provide structured prx^^rams and secure 
environments to "worit through" significant losses are necessary 
to arrrat the present cycle of sdf-destructlve behaviora of contem- 
porary adolescenta 
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^UTOmALABSTRACT: Thejocus<fthischa^0-ts 
on the use <^Jamtiy therapy and pn^essUmal ret- 
worklt^ In the tiimupeutlc tpeatment<^ suiddal ado- 
lescents. There are three mc^ sections fHesented In 
Oiis chapter: (VOwvtuietyK^self-destnuMue beha- 
viors demonstrated by adole^ents; (2lfamUy therapy 
as a treatment motkiltty uH^ suOcUkil cukdesc&Us; 
and (3) consultation and netux^idng in the treatment 
<^ the suicidal ads^esfxnt and the family. 

Tills chapter will focus on the use of family therapy and 
networking among mental health professionals as productive 
methods for the treatment of ^(descents exhibiting self-des- 
tructive behaviors. While previous chapters have presmted infor- 
mation on the pmalen<% and extent of the problem of teenage 
suicide, this chapter will detail the ^leclflc therapeuUc inter- 
ventions with families of suicidal adolescents and the necessity for 
n^tal health pra^^onals to netwoik and consolidate their 
efforts to deter these prot:rfem& The proUem cannot be overstated 
that teenage suicide is q^idemic. %vere. and difficult to treat 

At the Ume of the preparation of this chapter, the nearby 
community of BergenHeld. New Jersey, was receiving notoriety 
because of the mulUple suicides of four adolescents. The effects of 
th^ (teaths producKl unsuooe^ful attenq)ts by two other teenagers 
and the successful suicide of another. In addlUon, reports have 
been of copycat attempts throughout the country that can be 
directly attributed to the tragedy in Beigenneld (Vladero. 1987). 
These incidents demonstrate the inadequacy fdt by communities, 
schools, mental health professionals, and parents as they face the 
tremendous problem of teena^ suicide. 

The Beigenfldd tragedy provides examples of the three major 
concerns presented in the chapter— the diversity of self-des- 
tructive behavior, the role of the family in the pr^^ns of the 
suicidal adolesf^t and the necessity for total community involve- 
ment in the resolution of the problem& The first section of the 
ch^ter presents the broad variety of self-destrucUve behavlora 
and tendencies demonstrated by adolescents, the interpersonal 
dynamics of the teenager, followed by a segment discussing the role 
of the adolescent as a family member and complex human being. 
Second, the use of family therapy as an effecUve mode of treatment 
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is prraented. Hie dtecussliHi pre^nts the many nuaxM^es of foxnlty 
thoBpy with a suicidal ad<d<racent as the idoitlfled dlent In 
addition, the discu^lon Includes the presentation of case 

Finally, the chs^ter discusses the importance <^ profes^kmal 
consultation and i^tworklng thnni^iout treatn^t pnxsess 
for the suMdi^ te»iager« Ckm^dcriiig the extent of ^ 
suicide and the numerous foctors and infk^ces that oontribute 
to the pit^3tem, the effective psychotherapeutic treatment oi tbe 
adf^scent sometln^ becon^ a veiy omiidex process ln^^(rfvlng 
then^utic ethical and I^d ccHK^ema Tlieafefore, if the treatment 
of tike %lf-destruclive j^th is to be productive, the mental health 
profe^ona? must be aUe to utilize the multlfdidty of servloes and 
professionals in the surrouiKiing community. The nmst frequent 
profe^onal oror that has been ot^rved is the profes^onal who 
attempts to tate care of the proUem alone without invi^ng other 
professiona^a Schocd a>ux^dors, private practitioners, and hos- 
pital personnd are all guilty of attc^npting to treat the suicidal 
teenager without involving other pn^essionala 



SELF-DESTRUCTIVE TOiDENCIES 

iNADOi^sc^rrs 

The wide ran^ of sdf-destructlvc behaviors exhibited by 
teenagers can sometimes be overwhdmlng to parents* school 
personrasl and mental health profi^ionala lypicaliy, the adult 
interacting with the suicidal youth feels veiy inadeqmte and 
unalde to help in ar^ eifectlve manner* The prlmaiy goal of the 
adolescent's suicidal behavior is to make those around him/her 
fed as inadequate and helpless as thQr themselves fed. 

Sdfdestructlve behaviors can vaiy from taking a bottle of 
aspirin to slashing of wrists to dare-devil antics with the auto- 
mobile. Hie tremendous need for a '^thrill'' can lead adolesc^ts to 
^tuatlons that are \^ dangeroais ami suickiaL times, tn^^ 
Is easier for the teei^er who has verbaDy and/or behaviaraUy 
demonstrated his/her suldc^ tendendcs and admits to the desire 
to rammit suicide than for the more subtle sdf-destructive teen- 
ager. Those adolescents who have not made an overt identlflable 
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attempt at taking their life, but continuaUy ext out In ways that are 
vciy risky, can be dlfTicult to effectively identify and treat 
therapeutically (F^iberow, (1980). 

For those teenagers who have made overt attempts at suldde, 
the professionals Invidved can readily provide services for the 
youth and the £EmUly. However, for the teenago- who does dare-devil 
trldts on a motorcyde, frequently skips schocd. and appeara 
unlnvidved in schoc^ what can professionals do? Even the motor- 
cycle dare-devil is less<^an enigma and pn4dem«^ compared to 
the teena^ who is president of the dass. weil-Uked by his pecre. 
and ^ievlngm schocd. butteaves the house one day to takea walk 
and shoots himself. Or the anorexic giri who proceeds to destroy 
terself by ignoring her physical well-being. 

The point being made is tljla- NO CLEAR. SIMPLE PROFILE 
EXISTS OF THE TfPICAL TCENAGE SUICIDE VXCTIM OR THE 
AT-RISK 'TCENAGERf Teenage sutekte vlctinra and at-risk teen- 
agers come In many varieties (Husaln & Vandiver. 1984). which 
means professionals invoked in ti^ education and treatment of 
teenagen* must be flexible in diagra»is, cancqjtuallzatloa and 
treatn^nt planning. Also, those Invc^ved with teenageis cannot 
continue to deny the magnitude of the proUem. What may be true 
of one teenager, may not be true of another. While one teenager will 
give rather <*vlous dues another will be more secretive and 
indirect Eveiy professional involved with teenagers must be 
sensitive to signs of suicidal ideation, botii the obvious and the 
subtle. 

Inteiperfloaal Dyxiamics of the Adolescent 

Topically, several maladaptive interpersonal dynamics are 
exhibited by suicidal teenagers in their interaction wltii the family, 
friends, and schod personnel Prequentiy. in an attempt to deal 
with the people around them, the suicidal teenager r^rts to some 
veiy powerful behaviors to gain the attention he/she desires. The 
four prevalent bdiavlorsarepsychok^cal W^dmiail, anger, manipu- 
lation, and control 

The first psychological blackmail is a veiy powerful and 
dynamic method used by the teenager to assure attention, power, 
and pity. PsychoI(^caI blackmail is best exemplified as Uie 
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teenager saying* "You can^t make do anythli^ \mt If you tiy. ru 
kill myseUT The suicidal teenager may use this iq^pioadi with 
hls/l^r i^rents, other teou^ers, or schocd p^sonnd. It is an 
extrem^ {xyiii^Tful iod that Is used by tl^ teenager to omtrcd 
others. 

PsyctKdc^cal t^idonall is a veiy difficult pnA^m to treat 
because known cases of teoragers thrratenlng to kill themsdves 
have Mutually followed through and have done it So the blackmail 
cannot be ignore because the chance is always pn^nt that the 
teenager might act on this threat 

In addition to i»ychok^cal U^rkroaiL a second interpersonal 
dynamic is the an^belng di^dayed by the suicidal adducent To 
commit suicide is one of the most ai^iy actions that one perscm 
can do. and to threaten suici(te is the second mc^t Bng^y act The 
n^ntal health pnrfesslonal must assist the te^^iger in under- 
standing tlK origin of tte aiig»r. white expMnli^ the dynamics of 
the axigjST to the adults associated with teomgers. 

One case example can demonstrate the nature of the power 
associated both with anger and psjychdc^cal biadunalL A 17 
year iM boy was referred for private tl^napy fay the school 
psychologist for felling grades and vntiat aj^peared to be severe 
depression. Durlr^ the initial interview with the i^renta what was 
very api»rent was that their son was using his depressed mood 
and anger to keep the parents away from him« The power of the son 
over the parents also was evident by his absence at the initial 
session. When queried about their son's ateenc£ at the session, 
both parents statai they *\,^id not want to upset him-** When asked 
to explain "upset*" the parents related being fri^tened by his 
an^r/temper, as as his vtdthdrawn betmvlors alterward. 
Basically the boy had teamed to vae his anger/temper as a 
blackmail technique, while saving the depressive behaviors for the 
pity he wanted from the i»renta 

This example leads to a discussion of the final two maladaptivne 
interpersonal dynamics, manipidatton and control By using 
blackmail or anger* the suicidal teenager can veiy effective 
manipulate and rontnd almc^t aiiy situation. For examj^ the 
depr^sed high school %nior who 1^ been identified as an at-risk 
student asks her English teacher to be excused from an 
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£^^^grmientbecau%slKhadal^ii^tatlK^ 
aware of the glif s at-risk static rdeases her fnxn the assigninen t 
The glii suaxeded In manipulating the teacher and geUnlng 
control of the situatkm. 

Therapeutically, tln^ do occur when the adidescent with 
suicidal Ideation should be granted some exceptl<Mis in order to 
mate it thrcni^ scmie difficult tln^ However, cmoe tte teenager 
has been stabiliml, the adults ctosdy as^xiated with the t^nager 
must be given hd^ and direction in handling the attempts at 
UsK^kmall and control The mental health profi^ional in consul- 
tation with the other professionals invol\«i with the teenager* 
must be able to effectlvdy determine the inappropriate inter- 
personal dynamics that are incorporated within the behaviors of 
the suicidal t^n^r. 

Ute Conq>l€gity of AdolcsccBt BdMeyter 

In detailing the inteipersonal dynamics of the suicidal adol^ 
cent an important procedure is to imte that self^destructiw 
tendencies, as well as other behavioral and emotional tenctencles, 
must be viewed within tlw context of ti:^ mlcdescaif s total 
develc^ment The characteristic behaviors and personality dyna- 
mics of Hk teena^ must be diagncKsed with an unden^iandlng of 
the roUer*«>£^ter nature of ti^ traits, behaviors, and day-to-da^r 
variations of this sta^ of himian devdopment The ass^sment of 
sdfHdestructive tendencies in adolescents must be ctetermined 
with the context of other demonstrated Interpersoi^ dynamics. 
The effective therapeutic intervention is determined from the 
conceptualization of the total picture of the addescent not sim{^ 
the suicidal tendenci^ 

Three basic patterns of behavior are include in the pre- 
senting probtem of suicidal ideation. The first pattern is the 
adolescent who leaves a trail of increaair:^ self-d^trtictl\^ beha- 
viors. Each step demonstrates a greater magnitude and more overt 
level of maladaptive behaviom The behaviors are not only self- 
d^tructive but are also non-compliant and typically rebdlious. As 
time goes by, profes^'ionals inralv^ with this pattern of behavior 
know that something is signiflcantly wrong in the adoJ^cenfs life. 

The second pattern in\i>lvi» behaviors of an addescent that 
see-saw between self-destruction and typical every day 
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functioning. The sdf-d^tructlve behaviors are iu:ted out in 
reaction to a i^MKdflc p^i^n, circunsrtanee, or p}q^a:l kxratton. 
The pr^en^ bdhiaviorsare incon^stent ami exUen^ confusing 
for the Invrfved profi^^onals to unde^tand and oeate chaos in 
the Ufeoftte addescrats. Fot examf^ on Monctejr the «loIesoent 
Is flne^onTUesc^ythesan^adc^scmt i8deQ%dqpressed.The 
operative dynamic is the Inconsistency and reactlonaiy nature of 
the maladaptive behaviors, 

Tlie final pattern is the most difficult to di^nc^ previous to a 
suicidal attoiq}t In tiiis sequence of evicts, the iKldcsoent is 
comfdiant conforming, and aperfectionist with no sdf-^testructlve 
or acting out behaviors vlsiUe. On a chc^n day. the addi^eait 
commits a miicddal or c(Hxq>let^ a suocessftd suldde. The only 
dues to the final event are the rl^d suH^renoe to perfectionism and 
a high level of self-e^qpectatioa 

Therapeutic IntciveiitlQM^ 

In ai^ of the {»ttems pr^ent^t the first pn^essional to 
rerognlze the sdf-destructive tendencies of the adolescent must 
follow throu^ on the duty to warn parmts or gmniians of the 
d&u* and present cteu^er exhibited by the £»ioiescent (E^^m^stine, 
Everstine* Heymann, True, Frey, Johnson. & Selden« 1980). Ttiere- 
fore, as soon as the self-d^tructive tendency is identified, the 
famify betimes extremefy pertiMnt to the development of a 
treatment plan for the adolescent 

As an example, Nancy, a 1 7 y^^ old Junior in high school was 
referred for a vocational a^^^nent to assist her in choc^i^ a 
college and a m^or. At tbc veiy first counseling so^lon, VirbBt 
became readily ajqiarent was that Nancy was not simpty confused 
about her educational future, but also veiy depr^s«l about her 
general status in lifa She reported various physlod problems, 
eating protrfems, lack of sleep* and g»ieral nervou^t^^ Socially, 
she re(N)rted feeling out of plac^ with her friends and all alone. 
Within her family, Nancy felt unsuccessful, withdrawn, and 
unimportant Nanc^ confided to her thereypist that she was 
contemjdating cutting her wrists rather than face choosing a 
collie. The immediate resiK)nslbility was for the therapist to 
Inform Nances parents of the cIgeu' and present danger issue 
within Nancy's life* 
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The parents* i^sessment of Nancy was much different lliey 
saw her as achieving in school, happy with her friends, and having 
normal relations with her sH^lqgs at iMune. Having raised three 
dder children. Namys parent felt that she was slnqdy traversing 
the typical hurdles from adolescence through early adulthood. The 
parents never saw the depression or suicidal Ideation. The thrust 
of the VDcatlcmal assessment cante In agisting the family to 
undeistand and ^ve credibility to the self-destnictlve tendenctes 
Nancy was experiencing. 

Denial Iqr fbe FtenOf 

The preceding exsanp^ demonstrates a common concern 
faced fay mental health professionals. After the Identification of the 
suicidal Mlcrfweent the typical reactlcai of the parents is to deigr 
the serious nature of the probleus C3q>ressed by the addescent 
Ohe denial system of the parents and femfly can occur in various 
areas. 

First and mo!!>t obvious, the parents and fomlly will frequently 
deny the proWem's severity. Parents often respond that their child 
is Just seeking attention, avoiding responsibilities, or wanting a 
new stereo, car. or clothes. Frequently, the parents are accurate in 
their ^sessment (rf the teenager's need for attention and avoid- 
ance of re^nsibUlUes; however, thqr frequently deny the reality of 
the problem and the life-threaterUng nature of the teenager's 
suicidal ideation- The parents do not want to hear that their child 
Is having severe problems or ^Justnttnt dlffictdties. 

Second, the parents are reluctant to admit to their child's 
dlfHculties because they would have to admit to their own 
proUems. mistakes, and avoidances. Not only does a denial by the 
parents of the teenager's problems exist but also pr^ent Is a denial 
of their nde In the development of the proUema Before the 
teenager can bq^n to take"owi»rship'' for his/her pnrtriems. the 
parents and family must take re^nslbillty for their part In the 
problem devei(pmmt 

Finally, the suicidal teenager is often denied mental health 
services because parents feel their child win "outgrow^ the dlfii- 
culUes. Denying that the child and family have problems means 
that the mental health professional is almost hdpl^s to 
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demonstrate the need for therapy, untess the teenager exhttHts 
some direct behavlore that cannot be (tenled as pnAdems, eg^ a 
suicide attenqpt dit^ or alcohcd. {Hcgnanqr. aiMnexia. or another 
severe pnAlem. 

Denial is a major i»rt of the tr^tn^t proceas with suicidal 
adolescents. Because the limits or the teenager deny the severity 
the pnditem does not mean th^ axe '*vfTOs^" "badT or "inade- 
quate": but rather indicates the first stag^ t^tiylng to ssx^i the 
problem. The mental health professional needs to understand that 
the denial system of the fomily is usually veiy stxong at first, and 
thatthem^orgoaloflnltlalther^ is having the parents and the 
family accept the problem. To ai^gue the severity of the problem or to 
became embroiled in a power stn^e with the parnits is an error. 
The prof^^onal needs to understaiui aiul mxept the denial ami 
work with the 6unily toward doling with the prol^m before any 
understanding will take place. The prlmaiy goal is the protection 
and safety of the atktescmt 

FAlfIi;7 THERAFf WIIH THE 
SUICIDAL ADOLESCEaUT 

Once the suKddal ad<^scent hs& been identified by a profes- 
sional and the parents have been notified of the sdf-destmctive 
tendencies of their child, the proc^ of therapeutic inventions has 
b^un. The mental h^th pro£^oiml or school official who 
contacts the i»xent8 Is rasentlali^ conducting the initial interview 
in the therapeutic interventions with the family. The quality and 
substance of that fh^t contact will provide the initial handwork 
through which aD subsequent intervmtions will be viewed. Often 
the professional «iio Identifies the self-d^tructive tendendra of 
the adolracent Is not in a position to provide ointinulng tlKiapy to 
the £unlly. Tne most common examine of this dilemma is the 
school counselor who identifi^ the proUem within the schocrf 
setting and contacts the parents to refer them to another mental 
health professional Tliis referral process is germane to profra- 
sional netwoiidng and the subsequent therapeutic intervention of 
family therapy. 

Duty to Warn and P iofesito nal Net w orid ng 

Prior to the first contact with the parents, a need exists to 
ass^ the lethality (Weksteln. 1979) of the suicidal adolescent 
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This assessment of tethallty is potlnent for two reasoi^ First, the 
law requires mental health pn^essionals to fiilfin a duty to warn 
(Everstein et aL. 1^) the next of kin or the coimty crisis 
interventl(m imlt if a person ptra^ a and present (tenger to 
self or others. As discussed in the first section of this chapter, 
sdf-destructlve teniknd^ of adciescentsoon^ in varying patterns 
and vaiying lewds of lethality. Ther^re. the strength of the 
warning to parents must be consistent with the str»igth of the 
sdf-<testructive teiKloK^ erf the teenier. Previous ch^>ter9 in 
this book identify the factois invcdved in determining lethality. The 
warning to jrarmts must r^tect a o^nizanoe and detailing of the 
factors that idioitify their child as a miiddal ^c^iscent The 
^seciflcatlons of the warning are particularly pertinent within the 
context of the common denial ^t^s of the l^mlly. 



Second, the assessment of the lethality of the suicidal adoles- 
cent is pertli^nt to the determlnaUon of where the family Is being 
referred for therEq>eutic services. The decision for the mental 
health professional is whether the femlly should be directed 
immediately to an in patient hc^ltal setting for the adolescent or 
whethCT the family should be referred to an out-patient mental 
health professional for therapeutic services. This decision is 
complicated by two factors: the resistance often encountered in 
having the family follow through with treatment at all and the 
tremendous burden of re^nslbllltyon the profi^onal providing 
the warning in this life-threatening situation. 



The professional networking between the identification of the 
suicidal adolescent and the sul^quent n^ntal health services, 
whether in-patient or out-patient must be In place prior to the 
eruption of the crisis. For exami^ school counsdors must devdcqj 
relationships with private practitioners or agencies who will 
provide immediate services to famlli® when contact&l during a 
crisis. Community mental health professionals need to establish 
relationships with hospital persoimd who wlU facilitate in-patient 
care, If necessary. If these professional relationships have not been 
In place prior to identification of the suicidal adcdescent It Is 
possible to have the resistance and derUal of the family supercede 
the necessity for mental health service*. 
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In the majority of cases, the fami^^ will be a imrt of the 
treatment plan In continuing mental health services after the 
identlflcatlon of a suicidal adc^cent Beginning fomily ther^ 
should be used to discuss s^^eral Inqwrtant i^u^ First the 
parents must be enll^tened and made aware of the ^gnificance of 
the problem of teena^ suicide. Although thei^rents ma^see tl^lr 
child as having protderos, th^ therapist must impress uprai the 
parents that the pxt^ms expressed by teenagers c^n end in a 
suicide attempt or suicide. Al thou^ the pnAdems eiqiressed by tlK 
teenager may seem minor to the adults, ttw prolHems are not minor 
to the teenager. Therefore the first responsibility for the profes- 
sional Is awareness. Make tl% parents a^^are of the prcri^m, enlist 
their cooperation in resolving the pn^em, and ^tablish that a 
suicidal adolescent constitutes a family problem. 



Second* as discussed earlier, the parents anc' the child must 
begin to understand the patterns qT denial The teenager must 
understand the underlyii^ motivations for his/htrr behavior and 
not deny the bizarre nature of using suicide as a wdy of tusmdlli^ 
difficulties. Likewise, the parents must bc^n toaccept their role in 
the teenj^er*s suicidal patterns. The i»rents cannot daim Inno- 
cence/* but must b^in to work towards a mutual undtratanding, 
with the teenager, of the problems being exhibited in the family. In 
order to efTectivdy assist the family, the therapist must be able to 
help individuals understand their own denial systems as well as 
systems used by the family. Sucxsssful resolution of the denial by 
the family will almt^t assure suc^cessful trratment of the teenager. 

Third, the mental health professional should begin to explain 
the developmental nature of the problems ^cpre^^sed and exhib- 
ited by the teener. TTie parents and child ne«l to understand that 
the expressed problems develc^>ed over an extended period of time 
and can oiify be hdi^ through a consistent effort o\^r an 
extended jiericxl of time. On x the family devek^ new methods of 
problem resolution, the difiloilti^ of the teenager should b^ln to 
decrease and ultimately disappear. 

One final point needs to be mentioned. The authors use a three 
s^ion assessment model with families and indivlduala We utilize 
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the three sessions to cnno^tuallze tiw proUemts). ctetennim: the 
severity of the probto. assess the indivtdiials Invi^ved. assess the 
family as a unit, and make a deteimlnation of the types of 
therapeutic modalities to be used over the rourse of treatment 
FbUowirg the initial three sessions, the treatment plan is dis- 
cusser) with the parents and child, and a commitment is made for 
treatment In the development of a therapeutic treatment plan, the 
mental health professional must understand all the dynamics in 
the family and not focus solely on the suicidal adolescent 



Parental Role in the 

Suicidal A&>lescenf8 BdiavioT 

The mc»t difficult a^>ect of family therapy Involving a suicidal 
adolescent is attempting to have the parents understand their role 
in the devdc^ment of the imthok^cal behavior. I^rents typically 
exhibit the same t)^}» (rf'behavlor as the suicidal chUd. except the 
behaviors are usiiially exhibited in more sodaliy an^tabte way& 
The parents typically refuse or deny the behaviors of the child 
because they do not want to admit their own inadequacies, 
weaknesses, or pn^ms. 

Forexample.a 17 year old boy was referred to the therapist for 
falling grades, Ijad" atUtude. and depression. After meeting the 
parents and the child, it was quite obvious that the mother 
was veiy depressed and the relationship between mother and 
father was veiy strained. The parents individually, and as a couple, 
representedeveiythlngthat was d^rlbedasadlfflculty with their 
son. Looking closely at the parents, the following could be 
determined: 

1. Mother, at the very Irast could have 
used ther^ for her own depression. 

2. Mother and father needed to l^m to 
communicate effectively between each 
other. 

3. Mother and father needed to learn to 
communicate with their son. 
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4. Mother and father had hl^ expect- 
ations for themsdves and their son. tnit 
felt veiy inadequate In their nde as 
fluents and woitera 

5. Mother and fatl^r avoided issues until 
th^ became a crlsia 

In this case* the son's difficulties were beii^ c^nly demon- 
strated by the {^rents' behavior with the son and within their 
relationships with friends, associates, and co-workers. The 
parents were a>n<^med about the son being londy« white both 
I^rents ^nt a laige portion of their life alone* They wanted their 
child to taUc more^ t>ut both did not tedce time to q^eak to ea^ 
or with their children. Crisis issu^ fm* the imrents were avoided 
until the veiy last minute. 

Hie intent of this exampte was to demonstrate that disturbed 
behavior being exhibited by the suicidal chlkJ Is most often a 
refiecUon of the issws being &oed by the {mrents iiuiivldualfy and 
as a couple. If therai^ with the teena^r is to make satisfactoiy 
pn^ress. the parents must come to realize their amtrtbution to the 
pathological nature of their chiM*s behavior Therefore, the nrast 
effective treatment modality for assisting the suiddal teenager is 
through long-term therapy. The child*s problems are the family's 
problems, and must be handled through a family treatment 
modality. 

Undemanding file Family Dynamics 

With the numerous changes that have occurred In society over 
the past twenty years, the pr^ure on adolescents to assume adult 
behaviors earlier and curlier has created some %vere difficulties for 
parents and adolescents alike (Sklnd. 1981 }. The authors refer to 
those children who have equal status with the adults in the 
hou^hold as '*parentifi^*' childrenu Typically, the suicidal adoles- 
cent is {^rentified, or in other words, has been given the primary 
responsibility for directing his/her own life. The parenting 
teenager has more freedom to choose his/her own activities; fewer 
responsibilities and chores in the home when cximpar^ to privl- 
leges: and been given equality with the parents during dissfgree* 
ments, discussions, and decision-making. 
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An exami^ of the power of parratlfied chUdren is the 16year 
old glri who was hospitalized for an attempted suicide by a drug 
overdose. Hie parents were quite happy to have their dat^ter 
uiKlerprotectlvecareduxingthehei^tQftheemeigen(y.However. 
their support for hospital care changed when the daughter 

requested to go home on the second doy because she now felt fine 
and decided the ho^ital had some real "strange" people staying 
there. Rather than fdlow the h<^ital's recommaidation. the 
parents removed the child finom care, even though their daughter 
was exhibiting obvious at-risk behaviors. 

The. fismUy dynamics of a sukd<tel adotesoent typically Indude a 
parentliled rliUd who has decided that they are alone in tl» world 
without reliable suj^rt s^en^. (Mten the bluest disappoint- 
ment for the adolescent has been the of ai^n^rlate parental 
support and subsequent trust No matter what the origin of the 
parentlfled child, both the i»rents aiKl child must be ^icour^ed 
to assume their age appropriate roles. The parents must become 
true parents and not the child's companion, friend or playmate. On 
the other side, the adc^^ients must assume their nrie as a child 
and be taken out of the contnrf pt^ltlon of the household. 

'neatment Plans 

When developing a treatment plan for the family of a suicidal 
adolracent the particuters of eimctly who should attend each 
counseling session is one of the components of the plan. 
Depending on the family, various plans can be developed. A 
treatment plan can indude individual ojunseling for the suicidal 
adolescent family counsding with the entire family, marital 
coimsdlng. individual counseling with various fomlly members, or 
a combination of any of these lotions. What is absolutely imper- 
ative is that the mental health professional provide services for the 
suicfdal adok^scent that Indude the family as a component of the 
treatment plan. Individual sessions with the adolescent must be 
utilized to bridge the gap tovrard induslon of the family m the 
sen/Ices, 

An example serves to demonstrate the importance of this 
point. Joan, a 17 year old high school senior, was referred to 
counseling for poor school attendance and an abrupt fall in 
academic grades. Joan fdt confused alK)ut her reluctans e to 
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continue to attend sdKxdaxule7q}ie«xd ade^i^ to die. ^le felt her 
life was in ^lamUcs. Her omnsdor ctecided to oondiK^t two 
individual sessions with Joan to evaluate the sul<ddal ideation and 
then meet with Joan and her parents. Between tte first and seouid 
appKHntments, Jc^ and her motlKr had an intense ai^gun^t 
about Joan's boyfriend. After the axgun^t while Joan m her 
room, Joan's mother tock an ovotloes of slewing piUs and was 
subsequently ho^itali^ for in*patlent care for depr^oa 

As demonstrated by the example, a treatn^t plan must be 
develqied with a full understanding of the intexperacmal dynamics 
of ihc suidckd addesoent the reactioi^ <^ the parait's nde in the 
problem, and the family dynamica The mental b^th pn^esstonal 
invirfved in determining the treatment plan must be confident and 
knowledgealde about all the nuance and variations that can be 
idiosyncratic to each fsanOy of a suicidal ^dtesoent and be ready to 
handle any crisis situations that arise. 

NETWORKmG AND FiU>FES8IQ^ 

a>NSULlATION AMONG 
BfiENTAL HEALTH PROFESSIONALS 

As presented throughout the initial sections ctf this chapter, 
the tremendous re^ranslbility and challenge for agisting the 
suicic^ adolescent and his/her family is at tin^ overwl^ming* 
The effective mental health professional must have a sophisticated 
and cx>mplete network of helping professionals and organizations 
in order to sati^actorily trrat the problem. The following sections 
will examine the various networks needed by the mental health 
professional in the treatEmnt of suicidal adolescents. 

Nctwuiking with Ptofearional Colleagacs 

For n^ntal health professionals providing family therapy* they 
must maintain contact with other professionals for additional 
sources of advice as wdl as personal supix)rt The authors* 
ejqjerlenc^ has been that treating families having severe diffi- 
culties can be very emottonaify and physical^ draining. Hierefore, 
an cxtremdy important procedure is to have other prof^^ionals 
available to assist in case analysis, treatment planning, crisis 
management and general support 
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Professionals associated with agexu:!^ i^ed to share the 
buniens oi tieatlng sulddal luide^xnts with their coiteagiKs so 

that the welghtaiKlreqxH^lbmtyforttecxisearedlsperaec} among 
the staff. Although the treatment Is the prlnmiy reqion^bUlty of 
the assigned therapist, having others aware of the problems 
Invoh^ with the case Is a real benefit In atklltlon. tne ethical 
re^nslblllty<tft>% professional Is to infonn othorprofesslonals of 
the serious nature of the pn^slem in case the therapist is not 
readily available for emeigoKilea 

Fw the private practitioner, professional networking and 
consultation can be more difficult However, the private practi- 
tioner must develop a network of consultants and fdvlsors in oider 
to provide satisfactory services for the suicidal adolescent and 
his/her fen Jly.At the veiy minimum. tlK private practltlcM^ needs 
ready accesis to a dlnlcal psychdoglst psychiatrist and a psychi- 
atric hospital In mldltlon. the practitioner needs some profes- 
sional peers who can be consulted for advice. pc»slbly doing c»- 
therapy. or being available for emergencies. The private practl- 
ttoner caimot be a "loxm rai^" in the treatn^t of suicidal 
adcriescents. but miwt have dose ties to other professionals, 
professional groups, agencies, and ho^ltals. 

M etMii r fciM g ■t|it C oa ti it t atkm 
Witt ^Schools 

The pr^tltioi^ contracted to provide the treatment for the 
family must have dose contacts with the school to presentaUons 
to 8ch<M)I personnel, the authors advise school counselors, 
teachers, and administrators to demand specific feedback from the 
mental health profe^ional r^rdlng sulddal students. If the 
school personnd do not receive the appropriate feedback, we 
suggest that the school refer their students and £amllies to those 
practlUoners who will return calls, provide reports, and visit the 
schod for consultatlona 

Networking between the practitioner in the Add and the 
schod is very Important The communlcaUons between the famSfy 
therai. .at and the school and vice versa can promote the succ^siii] 
treatment of the adolescent parent crises, and provide support for 
th<Me interacUng with the addescent EffecUve networking can 
provide the school personnd with the necessary directions for 
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treating the child In school while providing the practitioner with 
the necessary feedback for eflectlvely treating the adotescent In 
kas^ therapy. 

In summary, the re^nslbUlty of the family therapist Is to 
consult with schod personnel and assist the school cx>iinsclor and 
teachers in handling the suicidal teen. On the other hand, the 
sdiooi personiKi arc respoxvsSbte for infonnli^ the therapist of the 
teenager's activities and behavior at schod. This two-vmy rrapcm- 
slbility is critical in the treatn^t of sulddal ideation. The 
following examp^ will demonstrate this point 



Mary, a 16 year old junior, made a suicide attempt by taking a 
number ofTyiencdtaUets at h(Hne She was taken toalocalho^itBl 
for emergency medical treatn^t and lefored for a i^jnchiatilc 
evaluation. Mary's &mily was in therapy at the time of the attaiq>t 
and imnwdiately informed their own therapist After talking with 
the psychological staff at the hospital the therapist st^gested to 
the pamits that Maiy be ho^ltalized. In addition, the thoapist 
suggested to the ho^ital staff that Mary be tested for possible 
pregnancy. As suggested. Maiy was pr^nant In addition to the 
foint-hearted attract at suidcte. 



After a short stay In the {^ychlatrlc unit of the ho^ltal, Maiy 
was released to her i:»rents and retun^ to school. Both of these 
events, release to the f«rents and a return to schocd, were difficult 
situations. Once Maiy, was in school complained of physical 
ailments and feeling depressed. School personnel, assuming she 
was a Uatant sulddal youngster. wouM contact her parents and 
send her home. After two days of the same behavior, the therapist 
was cont^ted. The tl^irapist was at^ to e]q>lain to the principal 
counselor, and nurse that Maiy wasan "acting out" ad<^sorat who 
was onfy minimally suicidal. Because Maiy was manipulating 
school personnd. she was atde to disrupt the home environment 
because both parents had to leave thelr^abs to be at home with her. 



Throu^ an extended consultation with the school staff and 
the parents, the therapist was able to convince eveiyone that 
Mary's behaviors were not self-destructive. Previous to the consult 
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the school was ccmsldertng placing Ma;y on hoiro-botind instruc- 
tion, which was exactly what she wanted However, thnn^ the 
^orts of the schocd staff, with pn^csslonal support from the 
therapist Mary was maintained In school 



Hoq^aUkitftoii asd 
theRetaniingAdcdcscent 



Once the teenager has been diagnosed as a danger to hln^elf/ 
herself, no otho- choice exists but ho^ltallzatlon. The ho^ltal- 
ization can be either voluntary or Invcduntary. dqmuili^ upon the 
resistance exhibited by the adolescent or the levd <^ denial 
presented by the femlly. Either way. the adolesoent Is protected 
from harm in the hospital which Is the crlUcal Issue. 

After the crisis at the time of the hi^itailzatlcHi. the profes- 
sional servir^ the femlfy must pr^Mune both the parents and the 
schod for the return of tlw teerager. Networking with the profes- 
sional staff of the hospital the tlwrapist will be abte to prq>are the 
family for the integration of their child into the day-to-daylifeof the 
faataOy. 



TWo important aspects of the treatment proc^ can ooiur 
while the addescent is in the hospital. First the therapist can 
assist the family with criUcal Issues related to the hospitalized 
child; but also, the femlly can use the time to examine issues not 
rdated to the ho^ltallzed chUd. Preqi^tly. the ho^itallzed child 
has created such a disruption in the house, that the parents and 
other children have not had the opportunity to work on their 
problems and relationships. Therefore, therapy without the 
protdem child can create some changes in the family by adjusting 
the relationships among the parents and the parents and the 
children. 



Second, while the child is hoi^itallzed. the practitioner, In 
conjunction with the hospital staff, can conduct one or more 
sessions with the parents and the second child in the protective 
confines of the ho^itaL The authors use the period of hospital- 
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Izatl(m to push tteparnits to presoitdlfflta^t Issues that they nu^ 
have been reluctant to raise with their child. In this way, if the child 
Is going to react In a negative or sdf-ctestructlve fisu^on, he/she is 
in the pit^ective omfijies of tte ho^itaL 

Fbr example. Sue'sparoits had kqitasecret of the foct that she 
was her mother's daughter by another man, and not the man she 
assumed to be her fether. The parents decided that Sue should 
know this fiK:t TherefiDre. the tb^apist had tte couple present this 
information while Sue was hospitalized. Sue was able to talk about 
this revelation in individual and group therapy as wdD as act out 
her problems in psycho-drEuna sessiona Any acting out behaviors 
could be handledUthe hospital rather than have Suebea^terror" 
with her femlly without any suiqwrt 

The other group to be given assistance Mowing the hospital- 
ization of a teenago- is tiie school Couiraelors. admintetnitors, and 
teachers need to be ^ven whatever infonnaUon is critical for their 
invohrement with the teenager. Too often, the ^kdescent is ho^i- 
tallzed. gone for two weeks, and then returned to the school In the 
meantime, the school personnel know veiy little about what has 
happened or^idiat to do mm that the student has retumoi 

The community professional's re^xaislblllty is to network 
with the family, the ho^ltal the school and the teenager to assist 
all involved in the satisfactoiy adjustn^nt of the teenager. Since 
the teenager ultimateiy returns to the school the school personnd 
also need to be effectived rrtworked with the hospital Hie 
authors, while conducting in-service pn^rams for sdiooJs. suggest 
that the schools, demand the invcdvement of the hc^ltal staff with 
the school In this way, the schools have direct conta^ . with the 
professionals serving their student 

Hirough tire advice and directions of the practitioner and the 
ho^ital staff, the entire school staff will be better able to serve the 
ad(descent having dimculty. All of the schod staff. Including 
custodians, need to be trained in the identification and treatnrent 
of adolescents with suicidal ideation. In the case of students 
returning from hospitala the staff need to be consulted and given 
ackquate information to assist the teenager. Networidng among 
community services, the school and the hospital will make this 
occur. 
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Although numerous ethical and legal concerns exist for 
professionals Involved with the suicidal adolracent we would like 
to (^ter on five prlnuuy concerns. First, as mentioned eailiei' in 
the chapter, the professional has the duQ/ to u»m the parents of 
the serious nature of their child's dlfilcultlea Because of the 
unstaUe nature of the adotesoent we rectmmtml that teacl^x^ 
cxnmsekHis, administnitors, and therapists react to the suicidal 
idration quickly. An over-mtction to thepn^slrans presented by the 
adducent is better than an under-reactlcm. 

Second, the pro^^lonal has the rraponsibUity to maintain the 
appn^riate prctfessional contacts for provldii^ the most efifective 
T^&mls for the sKkdesoent and his/hear family. Becat^ protd»ns 
exhibited by the adolracait can change from mmnoit to nK»nent 
and d^ to day. the professionals Inv^dved in the treatn^nt of the 
suicidal adotescent must have easy access to the most appropriate 
mental l^th service Aba the proliesslonal tnratlng the ad<des- 
cent must know whai to refer the c^ if tbe: problems go beyond 
his/her abilities and training. 

Third, n^ntioned in the previous section, the professional 
providing services must estaUish a i»twiM^ of other professionals 
to assist in the treatment of the suicidal adolescent In addition, as 
the alsls decreases, the professionals must be able to consult and 
exchange information related to the case. The ther^lst providing 
family therapy must nmlntaln cont£u;t with the sdiod and vice 
vezsa. Networklt^, consultation, and a^mmunicatton are respon- 
sibilities of each professional Involved In the treatment of the 
suicidal adolescent. 

Fourth, the ultimate care and nurturanoe of the suicidal 
adolescent rests with the i»rents and UaaOy. Fluently, we have 
oteerved well-meaning sdnid counsek>rs attemptix^ to care for 
the adolescent as If thei^rentsdid not exist As harsh oruncarlng 
as it m^ seem, the professional cannot supj^ant the i^rents 
regardless of the ladc of concern expressed by the parents. The risk 
for the adolescent the school counselor, and the »:lKxd is much: too 
great For cTOunple. school coun^lors wiU often give their home 
phone numbers to the suicidal adducent In an attempt to offer the 
adolescent assistance during this difficult time. However, this is a 
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real error In Jud^i^t Wmt ha^iei^ if the teenager caUs the 

c^unsdor^ but nobody Is at iKfflM? llie teo^ign' Is In i^e^ 

but the one person ^nito said he/^ would ahu^ys be thaie for them 

Is out for the t The poi nt Is this, each professk»i^ mwt shaxe 

tlK re^xmsibiUty for the treatiTOit ctf the adotescent 

ultimately nespcmslNe /or the care and sxtfety qT the adotesc^ 

wtdi the assistance cf the gmfes^omxls fimn the community. 

Flnalfy*eachscho(d district must be octfue in theirtn^Ument 
of suicidal adoiesoents aiKl their fomiltea M noted recent)^ (^di tt 
1^7K parents have flted suits agaii^ tte whooL teaming the 
schocrf for the suicidal ^Uh of their chikL ll^^wthar or not the 
parents were successful In their suit the schools and other 
oii^lzatlons In^noh^ in the education and txeatn^t of teen- 
agers must be active in the care of thrae teenagers having 
problema Also* each xhooA district must deveiop stated pedicles 
and procedures for the handling of stuctents in crista 

Also* asall schocdpersoruiel know, not eveiy i»rent is wlllii^g to 
acc^t that their c^illd is having difilculttes and is i»ed of 
therapeutic assistance. For tht^ parents wlw rt^o^t imntal health 
services for the suicidal adcdescent the school must continiw to be 
actiw in attempting to get hdp for ttm adcdesc^t If an attempts 
fail the chief schocd administrator must notify, in ^OTlting, the 
I»]ents of the suicidal adc^soent of the schoolV^ contlni^ 
roncern for their child s welfare. Copies of tht tetter aiso should be 
sent to the appropriate mental health agencies Informing them of 
the %rious nature of the ^descent's problems and the parents 
rductance to be invcdved In treatn^t 

IBfPUCATIONS 

The therapeutic treatment pnx^ra for suiddal adcdescents is a 
veiy challenging endearar for all of the Invdved professionals. The 
nec^slfy for iwtwoiidng amor^ all professionals involved in the 
treatment process caniK>t be overstated. If the mental h^th 
professional is to promote the suct^ssHil treatment of ihe teenager 
with suicidal ldeatlon« he/she must be skilled as a family therE^lst 
be comfortatde in a consulting r^tlonship with the schods, and 
maintain a woildng rdiatlonship with hc^itals treating suiddal 
teenagers* Family therapy and networking are nec^sltl^ in 
treating such a critical problem as tmi suicide. 
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EdTOillAL ABSTRACT: The litemture on the le^l 
mmyiaitloiis of suicide for tiie health core fHuctitioner, 
sdiool or mental hmlth caunseU^ is limited. Giuea the 
fact that suicide touches the roles ^ fmictltioners in the 
health care jm^esslons. the mental health p/p/esston, 
and the l^al pfx^ession, this dearth of informatljon 
conMitutes a mther unusual situation. This chapter dis- 
cusses (ssues lekiting to whether i»- when the law will 
hold a health aire pm(±ltlonen sc/wxrf or mental health 
cowfwelor r^ponsible for an adofescent suicide cUtemf^ 
or mmpletlorL In adUiitton, su^^stions for what practi- 
tioners can do during the p/roess qf treatment or coun- 
seling therapy to avoid law suits are provided 



Great trauma is connects with the death of a k>ved one, 
especially when the death is an adolescent suicide. After such an 
event family and friends display a ran^ of emotions— sadness, 
anger, guilt sdf-recrlminatlon. They ultimately need to find an 
outtet for these native feelit^ That outtet often include 
casting the blame dsewhere (Drukteinis, 1985). After an adoles- 
cent suicide, the health care practitioner the ct)unselor, or the 
institution that was working with the victim before the death may 
receive the blame. Klein and Grover (1^) reported that 1 5% of all 
reported psychiatrist malpractice cases Involve suicide or 
attempted suicide (1983). These law suits not only relieve guilt- 
ridden family members, they also protect th^ image of the victim- 




At the outset we must make one point Being sued for the 
suicidal death of a client or patient is different than being Koblefor 
that death. Anyone with a reasonable claim in our society can sue 
anyone else. In mc^t statra, a person can file suit for only a fifty 
dollar court fee. A health care practitioner or school counselor can 
take steps to minimize the possibility of a law suit but no 
guarantees can be given that a surviving family member will not 
Initiate a suit. Thus, a health care practitioner or counselor should 
check the status of his/her own insurance and the Insurance of 
his/her employer. A health care practitioner or counselor should 
find out the extent of the coverage and whether the employer's 
insurants covers malpractice cases against employee health care 
practitioners and cx)unselorsu 
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Even though family monbera can c^ily fUe suits, this do» not 
mean that th^ law suits will be successful V^thout legal founds, 
a court will not hold a l^th c^re practitioner or ^hocd c^nsdor 
liable. Howe\'en family memlx^rs may file suit without much 
thought to this fact Tlius, after a suicide or suicide attempt, the 
psychiatrist counselor* or therapist may find himself/herself face 
to face with the American legal system. 

The legal system has never really known what to do with 
suicide. Historically, the English msuie suicide lUegaL Punish- 
ments included refusal to buiy the victim's body on church 
grounds, mutilation of the victim's body, burial of the victim within 
a crossroad, and driving a stake in the heart of the victim's body 
(Drukteinis, 1985; Wright 1975; Utman, 1967). Although these 
sanctions were not transplanted to America, suicide was originally 
illegal In most parts of this country as well (Marzen, et aL, 1985)* 
This raised problems. How does one "pmnlsh" suicide? The victim, 
of course. Is immune from punlshn^nt. Sanctions, therefore, 
tended to punish the sur^ vlng friends and family rather than the 
person who committed the "crime/' Partly because of this inherent 
inronsistency, state l^siatures changed the l^al status ctf suicide 
so that todey it is no longer iU^al to commit suicide (Litman. 1967; 
Marzen, 1 985). However, even though suicide is no longer lU^aL in 
most stat^ to aid aperson cx>mmitting suicide is Illegal i&g. Model 
Penal Code 210.5(2)1. 

Thus, a health care practitioner, psychologist, or school 
counselor need not feai criminal sanctions unl^s they have aided 
in a suicide. In an exceptional situation should a counselor or 
ther^lst help In planning an adoIescent*s suicide, provide the 
means to accomplish the act. or in some other way actively help in 
the person's self behavior, the counsdor or therapist may Indeed be 
subject to criminal sanctions. However, since aiding suicide Is not 
part of even the most avant-garde therapy, this will probabfy not be 
a legal Issue, 

In the civil law (l.e,, where iXKJple sue each other rather than 
criminal law where the government prosecutes persons for crimes), 
an ambiguity exists as to the legal standards in cases involving 
suicide. For example, most malpractice law suits are based on the 
allegation that someone did something wrong (e.g.. a medical 
doctor leawsa scalpel in a patient). Becau^ the physician behaved 

Ch 15 Legal Considerations for the Practitioner 441 

4AC 



ERIC 



wrongly, the law holds him/her responsible for his/her acts (Le,. the 
physician must pay the injured psurty or famlfy). Suicide, however, 
results fromadeUberate act of sdf<}^tnictlon(IQervik 1984). How 
then can someone else, besictes the victim, be responsible? In what 
situations will the law hold a h^th care practitioner or school 
counselor responsive for the suicidal death of a i»tlent? In short 
what are tte legal ramifications, for tl% health care practitioner or 
school counsdor* of adc^scent suicide?The major i»rtion of this 
chapter will attempt to answer these aimi^cat^ qu^tions. 

In addition to liability, o. ^er legal problems areconimrted with 
the subje of ^criesc^nt sui jide. Addesc^nt suicide is recx^nlzed 
as a m^yor American health problem (I^ervik, 1984) and the l^al 
sj^tem has re^nded to this fact State legi^turra and courts 
have develc^>ed mechanisms to deal with suicide Usually, state 
health care agencies attempt to identify and help adolescents at 
risk of committing suicide. For exam{rfe« pc^ibly a court will 
commit an adolescent to a state mental hi^pital after a suicide 
attempt. In certain ^tuations, a conscientious health care practi- 
tioner or school counsdor may even encourage this commitment 
Many states do not ^tequatdy fund mental health progtams or 
state hospitals. One of thejolra of a good health care practitioner or 
school counselor may be to get r^urees for the adol^cent dient A 
portion of this chapter wHl alert health care practitioners about 
what may be available in the legal environment to help their 
patients after a suicide attempt 

REVIEW OF RBIATED LFTERATURE 

Only limited literature exists on the l^al ramifications of 
suicide for the health care practitioner or school counselor. This Is 
rather odd because it is a subject that touches two distinct and 
divergent fields: the iiealth care profession and the legal profes- 
sion* Perhaps the reason for this is that only recently have courts 
held third parties responsible for a suicidal death (Howell 1976). 
Thus only a limited number of law suits and consequently only 
limited hterature are available. 

The existing literature usualfy only explains the law, virlth one 
exception. Berman and Cohen-Sandier C1983) started with the 
question of what constitutes "rea^nable professional judgment'* 
Because of the subjective nature of this Add, the qu^tion of what 
constitutes "reasonable profi^ional Judgment** may be difUcuIt to 
answer. Howewn as wlD be explained in the next section, this is 
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very important In malpractice casea A deviation from it can mean 
liability for the health care practitioner, school counsdor. or 
insUtuUon. Berman and Cohen-Sandier (1983) sent a hypotheUcal 
c^e study to health care practitioners and received reactions on 
how the treatment of a hl^ risk suicide patient should have been 
conducts. Their conclusion was that iK>ssil^ mental health 
associations (e^ the American Rsychdogical Association, or the 
Anrcrlcan Association for Coimsdingand Dewdopment) couhi and 
ne«i to rataUlsh guideline defining the minimum staiulard of 
care. They further ccHicluded that it amid benefit the profession as 
a whde to ^tablis^ standards for practitioners to follow. Even 
though puUlshed standards may ^ve grounds for individuals to 
sue health care practltl<Hiers and institutions in certain cases, if 
the profe^on does not ^tabllsh guidelines, the courts may. 

The rest of the literature on this subject tends to focus on **the 
law." Literature from the l^al fldd Is m<»tly devoted to discussing 
legal doctrine (eg. Schwartz. 1971;HowelI. 1978;Knuth. 1979).For 
the most part these articles explain the law using recent cases and 
court decisions. The authors of these articles usually Intend to give 
Judges and legal practitioners some idea of how to d^ with cases 
In which people sue after a suicidal death or Injuiy. We have used 
basically the same methodologjr in the next section of this chapter. 
However, we are more specific in our use of ca^ and practical 
situations than most of the legal studies. We intend to give health 
care practitioners and school counselora an idea of what to expect 
from the 1^1 system; not, necessarily, to guide the legal system. 

The literature on the subject of suicide written by health care 
practitioners tends to be similar to that in the l^al field. Case 
studies ar used to explain the legal aspects of suicide iViein & 
Glover, 1 983). These authors, as one ml^t exj^ct write for health 
care practitioners and focus on practical hints to guide their 
actions (e^.. Litman. 1967: Bennan & Cuhen-Sandler. 1983). We 
use a similar approach in the last sectio i of this chapter and have 
generated a list of "dos and don'ts" for health care practitioners. We 
intend that this list will protect health care practitioners and 
counselors from liability. 

Interestingly, the two sets of literature diverge on a key point. 
The literature from the health care field is generally much more 
preoccupied with the danger of law suits than the literature from 
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the tegal field* F^reTrample, Slawson aiKl Flynn ( 1977} repmted that 
ho^itals tmve a 25% to 33% chance of being sued after i»tlent 
suiddea Artldes from the ^al Add, however, rec^^lze that 
courts generally view suicide as an individual Tlieiefore« the 
law does not affix bteme on thiid {mrtl^ Uke health care practi- 
tioners and sclKKd counsdors. becau% a third party has no liability 
for the independoit act of the suicide victim (Schwartz* 1971; 
Howdl. 1978).Thellterature from the l^alprofesslon reports that 
at the prreent time, prRcticing psychiatrists have a relatively low 
rate of harassment from malpractice law suits (Berman & Cohen- 
Sandier, 1983)«Thus«legalartldes tend to theorize on questlonsof 
legal doctrine (Schwartz. 1971:Knuth. 1979:Howdl. 1978) Instead 
of re{K>rting any impending danger that the legal system will 
impose on the health care profession (Sairaon & Flynn, 1977). 

APPUCATION AND CASE STUDIES 

The legal ramlflcations of adolescent suicide are the focus of 
this chapter. However* the number of cases in which the families of 
adolescent suicide victims have sued the health care practitioner, 
institution, or school counselor is limited. In addition, the few 
court cases that do exist which Involve adolescent suicide generally 
do not involve the family survivors suing a school counselor or 
psycholc^ist Consequently, vrc focus on ca%s geiKrally involving 
adult suicide or attempted suicide to explain the l^al standarda 
We assume that these standards will be the same, regardless of 
whether the victim is an adol^cent or adult and re^irdle^ of 
whether the therapist is a psychiatrist psychologists or counselor. 
As of yet. the courts have not held schcx)! counselors liable for the 
suicidal death of their students. The courts have reasoned that 
schools, and counselors working in schools, have the primary 
responsibility of educating students, not treating their mental 
problems. In other words* schools do not assume a duty to care for 
the ps^holcglcal health of students and to prevent their suicide. 

Case Study 

A young woman saw a counselor at the univereity coun- 
seling center. Her therapist ''an educator 1^ profession/' 
administered the center. He had counseled the girl and 
administered her j^rsonality and aptitude tests. After a time, 
the therapist terminated the interviews and six weeks later* the 
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young woman committed suicide. Her parents sued, cdalming 
that the counselor fall«I to secure emei^ncy treatment for the 
giri, and also, fi^ied in not informing tl%m of their dai:^ter's 
emotional state. 

The court, in Bogu^ v. Iverson (:960), hdd that the 
parentsdid not have grounds to sue the school The school only 
had a re^nsibUity to educate and not to provide mental 
health servlcea In addition, the court hdd that an educator 
cannot be held to the same standard as someone trained in 
mediclne/psychiatiy. Any duty to infonn parents of their 
daughter s medlcal/psychdoglcal condiUon could only be 
based on special knovtdedge in psychiatry. The court reasoned 
that an educator does not have that spccM knowledge. 

Even though the cx)urt exonerated the universlty/schm^ coun- 
selor, several notaWe issues are in the previous case. First, he case 
is nearly thirty years old. A court today may recognize that 
universities and college now often have laige. well-staffed roun- 
sellng centers and haw assimwd responsibility for their student's 
mental health. Second, the court partfy based Its decision on the 
fact the counselor was not trained In medicine or psychiatiy. A 
court today may be much more inclined to find that "an educator" 
may indeed have the special training necessaiy to make informed 
professional health care decisions, especially when educators have 
degrees in counseling or psychology and purport to be experts in 
mental health issues. 

Indeed, the insurance Industry today rrcognlzes that non- 
psychiatrists are valid health care providers {Blue Shield of 
Virginia v. McCready, 1982). Thus, with the advent of third party 
payments, now available in some states to couni^lors and psycho! 
oglsts, the courts may begin to hold non-medic^ health care 
practitioners and schort counselors liable for the suicidal deaths of 
the student clients. In other words, they too may soon be subject to 
malpractice iaw-sults. Because many counselors and psychologists 
now have malpractice insurance, more law suits may ooiur in the 
future. Because they now have Insurance, counselors and psychol- 
ogists now have assets that make law suits against them more 
attractive. For the first time, psycholt^lsts and counselors haw 
"deep pockets." Because of these anticipated changes m the law, 
the next section examines the legal standard to which courts have 
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heki other health care pracUtioners (like psjrchlatrlsts). If and 
when schoai coui^ors begin to Le sued, the standaitte will 
probata be similar to the ones currently guiding health care 
practitioners and institutions. 

Mandaid aiCtan ^Hcaltb Caxe 
Practitioixers and Institiitloiis 

As previous stated* otify recently have the courts held third 
parties respon^Ue for suicidal death. Courts traditional^ have 
viewed suicide as an individual's Intentional willful act without 
thlid party blame (iqervlk, 1984; Schwartz, 1971). Topically, courts 
have allowed relaUvesand heirs of the victim compensaUon in only 
exceptional clmmistaiKes (HoweU, 1978; Mutual Life Insumnce 
Co^^Mnyv.Te^y, 1973). In factHoweHr^rted that evm though 
courts are today more willing to ircar relative* dalms ^ali»t third 
parties, these cases are statistically infrequent (1978). This Is 
surprising since suicide Is the tenth leading cause of death In the 
United States and the second leading cause of adolescent death 
(Kolb. 1977). 

ThUd-party liabUlty for suicide began with workers' oanpen- 
satlon cases. In fact civil liability for suldde ollen arises in cases 
after an injury In the work place (Druktelnls, 1985; HoweU. 1978). If 
the mjuiy emoUonally affected the woricer and led him/her to 
suicide, the courts have allowed the reiatlves c»nq>ensatlon umler 
workers' compensation laws. "Hie 1^ fleW has labded this the 
"chainof<»usationrule"(Batt 1983). The work-related Injury was 

the flrat link in the chain that "caused" the worker to commit 
suicide. This Is the same basic legal theoiy as in most malpractice 
cases. l(& surgeon leaves a scali:^ in a jKitlent a law court can hdid 
the doctor responsible and may require him/her, then, to pay the 
patient for any injury. Hils is because the doctor "caused" the 
injury to the patient (Prosser. et al.. 1984). 

Cases against health care practitioners and other counselors, 
however, are usually based on a different legal footing than the 
workers' compensation cases. The Issue is not causation, families 
of suldde victims do not sue dalmlng that the hospital p^hl- 
atrist or coun^or "caused" the death of their loved one IKnuth. 
1979). Rather, the family members dalm that the health care 
practitioner or institution had a duty to prevent the suicide and 
that tt^ pracUtloner or institution did not meet that duty IDruktdnia, 
1985). 

446 PmrntJngytelokacent Suldde 

ERIC '151 



A tegal dutyarls^ In several ways. For instance, we all have a 
"duty" not to break the law (Prosser et aL, 1984). If a person drives 
over the apeed limit and an injiuy occurs to a third party, the 
courts may hold that person re^nslble for the injuiy. This is true 
even if the inJuiy wduM have hajqieiKd regardless of the ^s^lng. 
because the person "breached a statutoiy duty" (Pros^ et aL, 
1984). Atea everyone has a duty to show "dw care" In their dally 
^on& If a person does something that is not illegal but given the 
drcumstancea is reckless, a court m^ h<^ that person partly 
re^nslble for any resulUng inJuiy because the person "breached 
a duty of due care" (Prosser et al.. 1984). 

The duty to prevent suicide Is a "special duty." The health care 
practitioner or institution assun^ a duty to provide health care 
services. Thqr, therefore, know about the paUent's potential for 
suicide and tsuf^sosedly} have the power to prevent it (Knuth. 
1979). This duty makes the "cause" of the suicide (i.e.. the paUents' 
act) Irrelevant. In certain circumstances, the voluntary act of the 
victim does not relieve the health care practltioneror InsUtuUon of 
the duty to prevent the suicide (Druktelnls, 1^). 

Because health care practitioners and institutions ^ume a 
duty to prevent suicide, courts hokl them to a "standanl of care." 
Health care practitioners must act out on their superior knowl- 
edge. They cannot merely do what would be r^isonable for the 
untiained lay persoa This is like the sltuaUon of medical doctors. 
They must conform to the "standard of core" of the medteal 
profession rather than the standards of a person not trained In 
medteliK. Fbr instaiKe. the doctor who Mt the scalpd In the patient 
did not prnylde the national standard of care exp^ted of doctors 
(Prosser et al.. 1984). When this is combined with "causation" (l.e.. 
the injury the scalpel caused), a court will hold the doctor liable. 
Uke medical doctors, health care practitioners and institutions 
must meet the standard of care of the profession. The professional 
must exercise "reasonable professional Judgment" (Berman & 
Cohen-Sandier. 1983). 

"Reasonable professional Judgment," however, is not an 
ot^tlve standard (Berman & Cohen-Sandier. 1983). For example, 
a therapist in a particular case may not think that apast history of 
assaults and homicidal tendencies necessarily signifies that this 
patient has suicidal tendencies. However, another therapist m^ 
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think the oi^x^lte. Hius the standard is undefined, without dear 
rul^ and guk^lnes for the therapist 

A man nmde an unprovoted attadc on a frimd and also 
physical assaults and bit two l^tanders who atten^ted to 
subdue him. The pdlce arrested him and todc him to a ho^ital 
where the &dmittli^ {^ychiatrist detennii^ that the man was 
mentally 111 and po^essed "violent and homicidal tendencies." 
The psychiatrist and his co&agues further detennined that 
the man needed extemlve tr^tment in a mental Instltutkm. 
The ho^itaL however, did not have the fiidllties to conduct 
treatment for more than 18 days. Because the police had 
requited the man's detention, the hc^ltal turned him over to 
the pdlice after the 18 days. At the time the man ^^^leared calm 
and displayed no symptoms of videncs. However, after four 
days in pcdic£ cust«ly. the man han^ hinwelf with his clastic 
socks. 

After the suicide, the man's wife su^ the doctors. She 
claimed that th^ were negligent in not reo^nlzlng that the 
man's Iwmicldal tendencies also di^^yed suicidal potential. 
An expert witness that the wife's lawyer obtali^ stated that 
In his opinion, a patient who di^ilays homicidal tendencies 
also possesses a drive to d&stroy himself. Is this the standard or 
not? 

The cou t in Fernandez u. Rmich (1968) held that it was 
not The wife only had one esq^rt witness who testified 
"according to his personal opinion." He did not testify that his 
view represented the "generally acc^ted view in the profes- 
sion." Thus, the court found no connection between homicidal 
and suicidal drives. The court relieved the defendant psychi- 
atrists from liability. 

The above case Illustrates an lmiK)rtant point atx>ut the 
standard of care that the courts may imp(^ on counsdors in the 
future. The reason^sleness of coun^ors' actions wlU be Judged 
onty after the court has determined that there are groimds to 
bdieve that they deviated from the "generally accepted view In the 
profession." In other words, persons suing must have "experts" 
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t^tlfy that the raunsctor ckvlated from accsepted practice (Klein, 
1983)* Bern»nandCohen-Sandler( 1983) reporti ithatlntheca% 
of health care pn^titlonera they wlU not be liable for eirors in 
subjective Jud^x^t 

A Phi Beta Ks^pa cdUe^ ^aduate frequented Geoiige 
Washington Bridge on tlie Hudson River. Subsequently, the 
young man becan^ a patient in the psychiatric ward of a 
hospital. After three months in the hospital, a resident 
physician authorized a release pass for the youi^ man. A 
month later his iKXly was found floating in the Hudson River 
near the bridge. The young mans mother brought a law suit 
against the hospital and doctors, dalming that they were 
n^igent in granting the pass. 

The court in Fl&ieriein u. City oj New York HealtK Eta 
( 1981 1 held that the mother did not fmve a valid dalm against 
the ho^ital and ps^hiatrist even though an expert witness 
testiiled that he would not have granted the young man's pass. 
The court stated that with eveiy medical Judgment exists a risk 
of error, "but that mere error in medlcaljudgment does not give 
rise to a viable claim of medical malpractice/* The mother s 
expert witness did not prove that the psychiatrist's decision 
deviated from professional standards. 



If a question exists as to whether a health care practitioner or 
institution deviated from professional standards, ajuiy wlU decide 
the case. A key factor in the Juiy's decision as to whether a h^th 
care practitioner or institution used ""rrasonable professional 
judgment'' is the degree to which the victim's suicide attempt was 
"forreeeable/* Health care practitioners and institutions have a 
duty to prevent the suicidal d^th of their patients and clients 
when it is "reasonably forrereable" that the event will ixrcur 
(Knuth, 1979). On this point, however, a divergent view is held 
between legal theoiy and psychotherapy. Although research 
continue and knowledge incrrases. a conspicuous lack of predic- 
tive indicators exist upon which health care practitioners and 
institutions can rdy (KJervik* 1984)* In other words, often to tell 
whet}^ a ^xxliic patient or dlent wiO commit suldde fs impossStik. 
Thus, for courts to hold health care practitioners and institutions 
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responsiMe for not preventli^ "foreseeable" suicides would be 
aifoltraiy when suicides may indeed not be forese^le. In the 
future, counselors and psycholf^sts may have to deal with this 
same problem. 

The word "foreseeabllity," however, has a technical meaning in 
the law (Prosser et aL, 1984). Health care practitioners do not 
necessarily need to predict the future In eveiy case. As stated 
before, the lack of predictive Indicators In this fleld would predude 
such a standard. Rather the requlronent Is that health care 
practitioners and Institutions act "reasonably." To put the 
standard as plalnfy as pc^lfafe. the health care prsKitltltnier must 
not violate a future Juror's notion of common sense. If a 
"reasonable hospital staff' should have predicted the suicide (l.e.. 
that it vms "foreseeaUe") arid should have done something 
different than what they did to prevent it (i.e.. that they were 
negligent), then UabUlly wlD foJlow (KJervik, 1984). The fact that the 
Juror is deciding what is reasonable from a position of hindsight 
may indeed cut against the practitioner, hc^ital staff, or. In the 
future, the school rounselor and psycholc^sL 

A man attempted suicide by cuttli^ his wrists. After being 
treated for his physical Injuries, his family brought him to a 
mental hospital. The hospital had an "open door" therapy 
approach where treatment de-emphasize physical restraint of 
the patient and attempts to foster a "homelike" environment. 
No locks vi^ere on the doors, nor bars on the windows; patients 
freely moved about the hospital and even left If they so chose. 
The therapists argued that this freedom expedited the process 
of rehabilitation. They rea^teed, however, that the suicidal 
patient was at greater risk in this situation. The stalfplaced the 
man In a second-stoiy rrom with a window. The window had no 
bars on it and It could be ojxined by a crank. The man Jumped 
out the window and killed himself. His wife sued the ho^ltal, 
claiming malpractice. 

The court. In Meier V. Ross General Hospital (1968), held 
that the wife had a valid law suit and sent the case to a Jury. 
Racing a man, who had Just attempted suivlde, in a second 
story room with an openaWe window crrated a presumption of 
negligence on the part of the defendants. Under these circum- 
stances, the psychiatrist should have concluded that "the 
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patient would be likely to harm hlmsdf in the absence of 
preclusive measures." 

FbreseeablUty, then, Isjudged from the juror's perspective. The 
influence on thejuiy (tf ajmst suicide at^npt illustrates this point 
A past suicide attempt is generally consider^] important in 
predicting a future suicide. In a trial of course, the plaintiffs (eg., 
the victim's family) wlU use this to show the Juiy that the suicide 
was (or should have been) "foreseeable" to the ho^ital defendants 
and that they, therefore, should have prevented it (igervik, 1984). 

CaseStmly 

A t«icher attempted suicide one morning in her Mroom 
and her son found her. Upon admission in the ho^ital, the 
diagnosis entered on the woman's charts was "attempted 
suicide." The hospital staff placed her alone In a loom and 
b^an intravenous fe«llng. Although her family made r^>eated 
requests to see her, the hospital staff refused. Hiey assured the 
family that she would l^clc^elyvifatched. Hie woman remained 
unattended but was obseived from time to time by a nurse who 
looked through a peep-hole in the door. That night, the staff 
found the woman dead, having stranded hersdUf with plastic 
tubing from her feeding api^ratus. 

The court, in Kent v. Whitaker (1961), held that the 
hospital was negligent. When the staff accepted the patient, 
having been warned of the woman's suicidal tendencies, they 
assumed a special duty to care for the woman. They were 
required not only to txfsA the patient's injuries but also to 
prevent her from self-inflicted harm. The fact tiiat the hospital 
segregated the woman from all others who could help her was 
particularly compelling. Because of the knowledge of the 
woman's past suicide attempt putting the woman in a room 
with only a small peep-hole In which to observe her and in the 
charge of a nurse with 1 2 other patients caused the hospital to 
become liable. The hospital simply did not provide the vroman 
reasonable care In proportion to her needs. In addition, the 
hospital itself supplied the means by which the woman 
committed suicide (i.e.. the plastic tubing). 

As previous cases demonstrate, liability will often depend on 
the facts of the case. However, three significant factors are to be 
considered: first, whether the victim of suicide was In, or recentiy 
released from, a hospital; second, whether the victim s therapist 
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vas a psychiatrist and third, whether the therapist v/as another 
type ftf health care practitioner. A study of these factors should 
indicate the future trend of liability for counselors and 
psychologists. 

Stmdbrd of Cue of a Ho^tal 

L^al liability for the suicide of a i»tlent is most often a 
hospital proUem (Berman & Cohen-Sandier. 1982). One reason for 
this is that hospitals have more money— the so-calted "deep 
pockets" theory. A pro^[}ective pialntUf simply has a better chance 
of getUng more monq^ from a hospital than he/she would from an 
IndlviduaL Alsa Juries are generally 1^ ^mpathetlc to kuige 
institutions, such as hospitals, than they are to Individual 
psychiatrists, counselors, or other practitioners. This factor is 
in^rtant to iueep in mind b«:ause It may be a factor in the future 
for counselors and i»(ychcd<^sts. If they are In a school ttx school 
district has "deep podcets" which may induce plaintiffs to sue the 
counselor. Also, as prevloi^ stated, onmsdors and psjndwJc^sts 
now receive third party payments and often have n^prsu^tlce 
insurance. Hils further induce law suits against them. 

Hospitals are l^aliy liaise because tlwy have "custodial care" 
over the suicide victim (Howdl. 1978). When a hospital admits a 
patient with suicidal tendencies, it assumes responsibility for the 
suicidal behavior (KJervlk, 1984: Schwartz, 1971). As discussed 
earlier, the hospital now has a duty to use ordinary care to prevent 
the suicide (Howell. 1978). Therefore. If its doctors and other staff 
are negligent, the hc»pltal will be liable. 

CaseStmfy 

A voluntary patient In apsychiatric center escaped from an 
unlocked ward. He later attempted suicide by jumping in front 
of a car. He. sut^equently. brought a law suit against the 
hospital, claiming that the hospital staiT negligently treated 
and supenlsai him. 

The court in Koenigsmark v. State (1981). held that the 
patient not be awarded damage Due to the fact that the 
patient's mental condition was continually going "up and 
down." the court found that the hospital t(X)k the rraNjnable 
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precautions necessaiy to prevent the patient from escaplrig. It 
therefore, could not be liable for ai^ resultli^ Injuries ftom the 
patient's attempted suicide, or if successful, for the patient's 
sulddai death. 

A hospital will not be liable for the suicidal death of a patient 
when the victim's act was Ind^ndent of the hospital's duty to 
prevent the suldde tl^ervik, 1984). For example, when a paUent 
esc^ies from a iH^ital that m£uie reasonable attempts to prevent 
the escape (again judged from tlw juiy's notion of common sense), 
the ho^ltal wlU not be responsive for ihe victim's suteequent 
suldde. If the victim's escape is an iiKlependent act then the 
ho^ital's duty to prevent it is relieved. In legal termindogy. the 
victim's act was the independent (or superceding) cause of his/her 
own death. Therefore, a third party, like the ho^ltal. is not liaWe. 

The courts will not hold a hcspltal liaUe. when a custodial 
relationships is not estatdished. In this situation, the hospital has 
not assumed the special duty of care. 

Case Study 

A woman went to a ho^ital en^rgency room and the 
attending doctor referred her to the h(»pltal jMsychiatrlst The 
psychiatrist talked with her and she {MJinted a gun at him. He 
grabbed the gun and when he found it unload«J, returned It to 
her "in order to establish rapport." From the interview, he 
discovert that the woman wanted to break a drug habit 
Deciding that she needed prolonged treatment he escorted her 
to the admissions desk- He left her to fill out the proper forms 
while he went to call her husl»nd. The woman left the desk 
without completing the admissions process. Later, a janitor 
found her dead in a hospital bathroom from a self-inflicted 
bullet wound. 

The court in Chamuleau v. Charity Hospital (^Louisiana 
at New (Means (1975). held that since no outward manifest- 
ations vrais observed in the woman's behavior to indicate a risk 
of suicide, the ho^ltal was not liable. The ho^ital had not at 
that point assumed any special duty to prevent the woman's 
suicide. The admissions procedures were not of themselves, 
negligent. Therefore, the hc^pltal was not liable. 
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Health care practiUoners in the hc^ltai setUng wiS also avoid 
IlabUi ty for the suicide of a patient when the ho^ltal is running an 
<^n psj^hlatric ward. In this situation, the thm^ieutlc value of 
the "open door" c^proach outweighs tl^ risk of suicide (Klein. 
1983). Hiis type of then^ more dosdy s^rcodmated thut found 
in the treatment of suicidal patients outside the ho^ltaL Ttiere- 
fore. the hospital does not have the same duty to protect the patient 
from hlmself/heradf. The courts have not wished to praialize this 
type of therapy (Kjervlk. 1984). However, the hospital staff must 
still decide whether {^Ing the patient in an open ward is In 
conformity with sound profi^ional Judgment In other words, a 
future juiy must still find the decision reasonat^ 

C^seStady 

A man with a long hlstoiy of mental disease was a 
voluntaiy pctient In a mental hospital's open ward. He left the 
hospital ward and threw himself under a subway train. His 
widow sued claiming that the hospital's n^lgence In allowing 
her husl»nd to esc^^e caused his death. 

The court, in Lichtenstein v. Mont^ore Hospital and 
Medical Center (1377). held that the hospital's actions were 
not automatically nc^^nt The man was In a hc^ltal and 
"not a maximum security prison, or a bank vault or a d(»ety 
guarded mllltaiy Installation." The court further held that "the 
man's nurse was a nurse, not a sentinel." 

Again, it appears that liability is less direct when psychologists 
and counselors lack custodial control over the patient or client 
Thus, the future liability of psycholc^sts and counselors may rest 
on the degree to which health care practitioners be^n to assume 
custodial responsibility for dlents. 

Standard Care ./^lied to Psychiatrists 

Of all the health care practitioners and therapists treating 
patients with suicidal tendencies, psurchiatrlsts are usually the 
ones that get sued (Berman & Cohen-Sandlen 1^2). Veiy rarely 
are other health care practitioners part of a law suit Perhaps the 
reason for this is again "deep iKwkets." Other health care practi- 
tioners usually lack the assets of their medical counterparts and 
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historical^ have lacked insuFanc^ coverage. I^ychlatrlsts al^ get 
sued because usually psychiatrist are in chaiige of treatment 
teams, t»th inside and outside the ho^ltal environment Hius, 
the health care hierarchy maintains psychiatrists in a position 
where th^ are more likdy to be sued 

Even so, the law generally does not hold psychiatrists re^ran- 
slble for the suicide of their patients vilien treating them outside 
the ho^ital environment So far, the a)urts have recognized that a 
p^hiatrist vrarking virtth i^tients outside the hc^ital setting, 
does not have the physical control over the patient necessaiy to 
prevent the suicide. In fact Berman and Cohen-^ndler (1982) 
reported that from 1970-1980 onty three court cases occurred for 
outside the ho^ltal context In u^ich the family members sued 
health care practitioners for the suicide of their loved one. Of these 
three, only one was won by the family members. 

Case Study 

A psychiatrist prescribed various ^psychiatric drugs** to a 
patient with schizophrenia * of the moderate to mild form." In 
additloa the patient received skfeping pills from a general 
practitioner. The patient overdi^ed on the pills and his vdfe 
found him dead the next morning. The wife sued clalminjj that 
the psychiatrist failed to diagnose her husbpjid*s mental 
condition adequately. She allied that her husband vas 
incapable of managing his own alTairs and may havt taken the 
sleeping pills thinking that they would enhance his mental 
conditions. 

Tlie court, in Runyon v. Reid (1973), held that no reason 
existed to believe that the victim did not know what he wa£ 
doing when he committed suicide. In addition the court noted 
that the psychiatrist could not be held liable as the patient was 
not in a a^nilned hospital setting where the psychiatrist could 
restrain his actions. 

This standard will assuredly pertain to psychologists and 
counselors in the future. Like psychiatrists, they usually lack 
custcxlial care over patients and simply do not have the same duty 
as a hospital 

Ch 15 Legal Considerations for the PractiUoner 455 




Although few cases e^dst In which {^ychiatri&ts ha\^ been 
responsible outside the ho^ltal oivironment seveiBl situations 
coukl occur in ^i^iich liability may occur in the future. Th^ 
situations maycau^t^ychc^^stsaiul counselcHsUabilityaswdL 
For irotance. a i^^diiatrlst m^be hdd liai^ for a grc^ error in 
Judgment as to ^^letlwr a j^tient diould be conflned w !K>^i- 
talized (Schwartz, 1971; i^ervik, l^l In this situation the 
imminence of the suicide must be dear enough that any reason- 
al^ psychiatrist orpsychidc^st or cminsdor would see the danger 
and order confli^nent Schwartz (1971) gave an exanq^ of a 
situation where liability may occur. When a very defniessed client 
cannot sleq>» has k^t the dealre to eat is effective unaMe to 
function in society, and has made ^veral serious suicide attempts, 
the practitioner may be r^ponsibte for the jmtlent's suicidal d^th 
if Wshe h^ an opportunity to hospitalize the patient and failed to 
do so. 



One way in which a psychiatrist may be held liaUe for suicide 
where a psychologist or counselor cannot be is when the f^ychla- 
trist prescribes the drugs that the patient uses in the suicide If 
he/she prescribed the dru^ n^lgently. the law may hold him/her 
aa^untabte (Litman, 1967; Schwartz, 1971). Because psydiol- 
c^ipts do not have the power to prescribe dru^ th^ wlU not be in 
danger from this type of suit However, a psychok^st may be liable 
in the same way a {i^ychiatrist would be if he/she Intentionally or 
negligentfy dlscl<^es a patlent^s confidential communication, and 
because of this, the patient kills himself/herself (Schwartz, 1971 )• 
As of yet the courts have not been sympathetic to this type of rase. 
The ^neral tendency is to allow for the psychiatrlsfs professional 
Judgment as to the need of disclosure in a situation. Courts will 
probably extend this standard to future cases involving psychol- 
exists or counselors. 



CmeStiuty 

A woman. In the pro«ss of a divorce, left her children 
without arranging for their rare and entered a mental ho^ltal. 
A psychiatrist b^an therapy with hen During the course of the 
therapy the woman related her past histoiy of suicide attempts 
and current depr^ion and suicidal feelings. The psychiatrist 
determined that the woman needed extended treatment The 
woman, however, left the hospital a^nst his advice. 
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Subsequently, at the woman's divorce trial, the custody of 
the children became the main Issue. The husband asked the 
psychiatrist to writealetterto thejudgeas to the wife's mental 
state. The psychiatrist wrote a letter suggesting further evalu- 
ation and ot^rvation of the wont's fltn^ as a parrat and 
ability to care for her chlklren. Hie woman then sued the 
psychiatrist for bre£u:h of contract and invasion of privacy. 

The court In Werner v. Kliewer (1^1. hdd that the 
psychiatrist was not liable for his action. The woman did not 
have grounds to sue because the only persons that saw the 
letter were the jw^ and the i»rtles to the divorce action. 
Therefore, the woman's reputation was not damaged. Also, the 
truth of the staten^nts made in the ktter was not at issue. 

A psychiatrist and p^fchdk^st or counsdor may even have a 
duty to disclose infonnaUon that he/she obtains from a paUent 
nils Is when there is the iK}Sslbllity of danger to a thlnl party 
iTamsqff v. Regents (f the University of Cal^amia et aL, 1976). 
However, as yet this duty to Inform has not been extended to 
situations where a person may be a danger only to hlmsdf/hersdf 
(Berman & Cohen-Sandier, 1982). Thus, at the present time, the 
practiUoner will not be liable for not disclosing patient confi- 
dences. This is apf»rently even where the patient involved Is an 
adolescent and the parents sue claiming that thQr should have 
been informed of the danger. 

Case Study 

An adolescent glri was under the care of a psychiatrist. 
During the course of the treatment, the psychiatrist deter- 
mined that the young woman may be suicidal and he recorded 
this conclusion in his notes. Soon after, the young woman 
succumbed to a self-inflicted overdcse of pills. 

The parents sued the psychiatrist claiming that he failed to 
prevent the suicide and that he had a duty to warn them of their 
daughter's conditloa 

The court in Bellah v. Greenson (1978), held that the 
psychiatrist did not have the same duty to prevent the woman's 
suicide in an outpatient setting as in the hospital setting. 
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Therefore, he had not breached a ^jecdal duty to oue for the 
wraaan and was not responslUe for her death. Further, the 
CfHirt teld that the {Mtychlatrtst was not required to inform 
third parties. The court reasoned that the value of confi- 
dentiality outweigl^ the value of informing. The c»urt 
specifically rejected the su^estion that it extend the Tamsoff 
duty to infonn where the danger is only that a party will Inflict 
injuiy to hlmsdf/herself (as oiqxised to when the danger is to 
thin! {mrti^}. 

Beoiuse psychok^ists. counselors, and other practitioners 
have interpreted Dirasq^'as af^lying to them, the above standard 
should apply to them as 



Several authors have predicted that psychiatrist liability In 
out-patient settings probably will increase in the future (Schwartz. 
1971; Knuth. 1979). The assumption can be made that the same 
will be true of psychologists and counselors. Future cases against 
psychiatrists. {K«yclK>logists. and cnunsE^rs m^be t»sed on three 
f£K:iors: (1) the existeiK^e of a therapist-patioit relationship. (2) 
knowiedgeon thepartof the therapist that thepaUent was likely to 
attempt suicide, and (3) the therapist's failure to take appropriate 
measures (Knuth. 1979; Bella v. Greenson, 1978). For the present 
however. liabUlty for the suicidal death of paUent is still a hospital 
problem (Bernian & Cohen-Sandier. 1982). 



Standard of Caxe Applied to 
Other Health Care PractitlonerB 



Like psephologists and counselors, other h^th care preuitl- 
tioners to date do not have the same risk of being held liable for the 
suicidal death of their patients or clients as h<»pitals and psychia- 
trista Non-medical health care practitioners are hdd to a different 
standard than psychiatrists. Again, psychiatrists have a duty to 
use "reasonaUe profirasional Judgment" Other health care practi- 
tioners, on the other hand, must only meet the same standard of 
reasonableness as anyone eJse. In other vrords, they will be lial^ 
only when they have acted veiy negligently in the performance of 
their duties. However, in a few situations a non-medi'al health care 
practitioner may be liable or cause the hospital to be liable. 
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A patient In a hospital had a long histoiy of instability and 
suicide attempts. On the di^ before her suicide attempt, the 
patient ixM a hc^ital staff monber of her spedilc i^an to 
commit suicide. Hie staff member did not inform the super- 
vising p^chlatrist of the patient's omununicatlona Subse- 
qu^tly. the patient Jumped off the roof of a near-by parking 
garage as she had planned and communicated. 

The court In Huntley v. Sbite (1984), held that this was 
not a case of medical nmlpFactice, with the propriety of medical 
(psjnchiatric) judgment in question. Rather, at issue was the 
i^ligence of the staff member in not informing the staff 
psychiatrist Thus, the hospital was liaWe, not for malpracUce. 
but for the n^Ugence of a staff number. 

In the future. UabUlty may be extended to other health care 
practitioners with more frequency. Non-ps^hlatrists are takii^ 
greater and greater re^nsibillty in the treatment of difficult 
mental h^th prdbten». In fact liability extend at nearly the 
same rate that Insuranc*- companies Increase covering treatment 
by non-psychiatrist health care practitioners. 

Considerations l^iecial 
to S nic M te Attci a p t 

Several of the previous cases illustrate that suicide attempted 
can sue their therapists for the injuiles caused by the attempt 
However, there are other legal considerations of adolescent 
attempted suicide about which health care practitioners and 
school counselors should be aware that have nothing to do with 
being sued. These are situations In which the courts may get 
involved with the adolescent after a suicide attempt 

Although the courts today generally do not criminally punish 
suicide attempters they may oimmlt the attempter to a mental 
hospital (Wri^t. 1975). Most states have statutes that allow their 
courts to commit aperson,Judged tobeadanger tohlmsdf/herself. 
to the state mental hc^pitaL This is most specially true with 
adolescents ^o are wards of the court (e.g., Arizona Revised 
Statutes 8-242.01 ). When an adolescent attempts suicide, and the 
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attempt is serious enough to demand hospitallzattcm. a state or 
county agency and/or a state or county hospital staff may evaluate 
the adc^scent If this evaluation reveals that the suicide attenq>t Is 
serious. tl» evaluators may recommend a hearing to c(Hmnlt the 
adolescent to the state hospital The Important point Is that a 
health care practitioner, psychologist or counselor must be aware 
of the possibility that his/her paUent may be dvUfy committed. 

Many state hospital systems are too small and under-funded to 
handle many mental health probtema This includes adolescent 
mental health prcddems. In sltuaUons In which a mental health 
care practlUoner or schod counsdor believes that the paUent 
needs commitment but has parents that can not affoid a private 
facility, then the practitioner or counselor must diligently try to 
locate the resources that do ejdst in the state mental health system. 
To locate these resources, a health care pracUtioner or counselor 
may need to contact state agencies and mental hospitals. In some 
situations state mental hospital space is so limited that the only 
way to hdp a serious case is for the court to order commitmenL 

Often after a suicide attempt requiring hospitalization, a state 
or county a^ncy may evaluate the adolescent attempter. If not 
contacted after the attempted suicide of an adolescent patient or 
client the health care pracUUoner or school counselor ^ould 
contact the appropriate evaluating team or agency. His/her 
comments to them may be invaluable. In addition, the evaluation 
team may decide that the best procedure would be for the health 
care pracUUoner or counselor to maintain treaUnent 



When a health care pracUtioner or counselor has a patient or 
client attempt suldde, the therapist must know his/her legal 
resources. If mental hospitalization Is necessaiy, the therapist may 
be the one Uiat must find what is avallahle. Often the right 
channels in administrative agencies and the state court systems 
can assure a patient or cUent these Umited resource The limita- 
tion of a chapter prevent Informing the health care pracUtioner or 
counselor about what should be done in eveiy situation. All states 
are different and the procedures in each continually change. Thus, 
the sltuaUon may arise in which tiie tiieraplst not only needs to but 
also must find what is available for the patient or client 
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The question of how to treat a potential suldde is an open 
question (Kteln & Glover, 1983). Health care practitloneTS may use 
ai^ numbCT of reasonal^ alternatives when treating i^Ulents. A 
variety of treatment approach^ appear promising. If the health 
care pn^essional acts resiwnsll^ and professionally, a court 
probaUy will not flral him/her negUgent However, nc^ing be 
done to stop people from suii^ and ^ the previous causes d«non- 
strate, ai^ number of situations can happen where liability can 
oanir. With this in mind, health care pFeu:titioi%rs and institutions 
can do several things during treatmmt to avoid law suits (Utman. 
1967: Berman & Cohen-Sandier. 1983): 

1 . In an emeigency situation, avoid diiq^i^iig any rantonp- 
tuous attitude toward a suicide attempter. A statement 
like. **Next time cut vertically instead of horizontally and 
you will get the main arteiy" would not impress a Jury 
should the attempter later becoim; a suicide victim. 

2. Document actions fully and professionally. This should 
include the practitioner's ass^sn^t of the ri^ involved 
with a particular course of treatment and his/h^ reasoi^ 
for fdlowing it Hie rea^nable professional Judlgnient 
standard will protect the practiUon^- from liability if 
he/she cleaity used rrasonatde professional Judgment A 
client's records can be used as evidence in a trial and can 
show that his/her therapist did the best that could be done 
in the situation. 

3. The practitioner always should consult with colleagues on 
suicide casea The common sense of a juror says that "two 
heads are better than one." If a practitioner's colleagues 
supported the decisions at the time, then negligence Is 
harder to prove. Consultation with colleagues would 
impress the jury and demonstrate that the patient's 
suicidal act was independent and could not be stopped. 

4. Staff communication must be good. Bad communication 
between and among "professionals" on a ca% will n^a- 
tlvdy impre^ a future Juror. Pcmr a>mmunlcatlon is a 
factor that any non-professional juror, using common 
sense, would Identify as showing ne^lgence. 
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5. A pracUU^Hier must iu3tfoiget to deal with the fainlly. This 
is true during the ti^tment (tf a potmtial suicide victim 
and after a OMiipleted suicide Postventlon treatment has a 
dual purix^ FUst. it facilitates the family's resdution <tf 
grief and should be offered as a matter of humane 
treatment Second, the family's contact with the therapist 
helps prevent the hasty, emotion-driven decision to begin a 
malpractice law s«ilt 
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